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Abstract
This portfolio comprises of three dossiers: academic, therapeutic practice and research. 
These have been compiled in partial fulfilment of the Practitioner Doctorate in 
Psychotherapeutic and Counselling Psychology, University of Surrey. The aim of this 
portfolio is to portray the author’s professional and personal development in her journey in 
becoming a counselling psychologist, reflecting her interests, competencies and skills 
developed over this time. The academic dossier contains three theoretical essays. The first 
essay explores the use of the body in psychoanalysis. The second essay explores a 
theoretical approach of person-based cognitive therapy for psychosis in the context of 
assertive outreach. The third essay considers the implications of ‘transference’ within the 
therapeutic relationship as a concept used in cognitive behavioural therapy. The therapeutic 
dossier aims to share the author’s developmental process in becoming a counselling 
psychologist, contains information about placements undertaken as part of the course and a 
clinical paper reflect this experience. The research dossier contains three pieces of research 
and copies of conference presentations. The focus of the research has been on the 
therapeutic use of music therapy. The first piece is a literature review exploring the 
relational and meaning-making aspects of the therapeutic use of music. The second piece 
of research explores psychotherapeutic practitioners’ perspectives of the therapeutic use of 
music using a qualitative method. Template analysis was employed to analyse interviews 
of 13 psychotherapeutic practitioners’ therapeutic experiences and perceptions of the use 
of music. Developing further from this study, the third piece of research explores music 
therapists’ perspectives of the therapeutic relationship in music therapy. Interpretative 
phenomenological analysis was used to analyse interviews of 8 music therapists’.
Introduction to the portfolio
This portfolio is a selection of the academic, clinical and empirical work I have undertaken 
during the past three years as part of the Practitioner Doctorate in Psychotherapeutic and 
Counselling Psychology at the University of Surrey. It is organised into three dossiers: 
academic, therapeutic practice and research dossier. This collection of work aims to 
represent my academic development, clinical interests and experiences to reflect upon my 
integration both personally and professionally through training as a counselling 
psychologist.
My journey in discovering counselling psychology
As a teenager I became interested in psychology and psychotherapy, in particular humans 
as relational beings who engage in various relationships and dynamics with one another, 
reflecting upon the emotions these may evoke through my own personal experiences. I 
studied psychology at A-level and then as an undergraduate degree. Throughout this time I 
developed my interest in psychotherapy. In addition to this, I was an international athlete in 
flat water kayak racing, which encouraged my interests within in sports psychology. I 
continued my academic pursuits completing a master’s degree in applied psychology 
whilst also dedicating full-time training as an athlete.
Vocational path
During studying both for an undergraduate degree and for a master’s degree in psychology 
I focused my research on quantitative methods to explore the impact of relationships on 
athletes’ self-esteem and ultimately their performance. Completing the masters left me 
feeling unfulfilled. I did not feel stretched academically, but it had been a stepping stone in 
my path. I continued to focus my efforts on training as an athlete whilst also gathering 
clinical experience through work experience jobs. These included working as a personal 
assistant for a lady with polio, working as a health care assistant on psychiatric in-patient 
wards, as an assistant psychologist at a specialist psychology service and as a support 
worker in an assertive outreach (AO) community mental health team.
Choosing counselling psychology
I developed an incongruity/disparity between my developed passion of working within AO 
helping others and the other part of my life, which was heavily focused on me as a 
competitive, determined, ambitious athlete driven to succeed. This was further exacerbated 
by the lack of psychological support offered at that time to clients under the AO team 
where I was based. I moved away from my curiosity and interest in sports psychology. I 
decided from my own experience as an athlete that this was not an area that I wished to 
work in professionally. My reason for this was that I wanted to keep my life as an athlete 
separate from my psychotherapeutic ambitions. My desire lay with helping individuals 
struggling with mental health difficulties to reach a more fulfilling life.
Working within a psychological service was my first experience of coming into contact 
with counselling psychology. Speaking to counselling psychologists captivated my interest 
in the discipline. I was drawn to counselling psychology as a professional 
psychotherapeutic training that offered an integrative range of theoretical orientations at an 
exemplar academic standard. This included psychodynamic theory which I had first been 
introduced to whilst studying for A-level psychology and had continued to enjoy. 
Additionally, person-centred theory, which felt paramount in developing my professional 
identity in working therapeutically with others, was an integral part of the training. 
Counselling psychology would also enable me to continue my learning in cognitive 
behavioural therapy (CBT), which I had begun studying through attendance at National 
Health Service (NHS) courses. I believed that counselling psychology had something 
unique to offer to a therapeutic relationship and could be used to enhance the context in 
which I was working (assertive outreach).
Deciding counselling psychology was the right route for me I applied for the training. I 
did not anticipate how much my life and me as a person would change over the next five 
years, since commencing the training as a counselling psychologist at the University of 
Surrey. I have progressed academically and professionally developing my identity as an 
integrative counselling psychologist. This journey has also complimented my personal 
development throughout this time.
Outline of the portfolio
The portfolio contains selective pieces of my work to represent the five years of training on 
the Psychotherapeutic and Counselling Psychology PsychD, University of Surrey. I have 
aimed to promote transparency throughout my personal and professional development. 
However, for reasons of confidentiality and privacy, the depth of this development cannot 
always be completely captured.
Academic Dossier
The academic dossier consists of three theoretical essays submitted throughout the course. 
This collection of essays reflects my developed knowledge and engagement with 
theoretical and personal interests.
The first essay entitled ‘The body of psychoanalysis’ was written in the second 
psychodynamic year of training. It explores the use of body in psychoanalysis, drawing on 
my clinical and personal experience. The motivation behind why people modify their body 
is considered fi*om a psychoanalytic perspective and how this can be worked with 
therapeutically is explored.
The second essay written during the third theoretical year of cognitive behavioural therapy, 
is entitled ‘Meeting the client: A theoretical and contextual approach to the experience of 
psychosis’. The aim of this essay was to explore the experience of human distress through 
psychosis and how this may be supported within a specialist community mental health 
service (assertive outreach), using a person-based cognitive model.
The third essay presented was also written during the third theoretical year of CBT and is 
entitled ‘The implications of the use of “transference” as a concept in CBT’. I was keen to 
integrate my interest in psychodynamic theory by considering the use of the concept of 
‘transference’ within the therapeutic relationship in CBT, whilst contributing to existing 
literature.
Therapeutic Practice Dossier
This dossier contains descriptions of my clinical training with regard to the placements I 
have undertaken throughout the duration of this course. These include a first year 
placement in a counselling service within an all girls’ comprehensive school; a NHS
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placement in both the second and third year of training (a psychotherapy outpatient 
department and an Improving Access to Psychological Therapies (lAPT) service, both 
working with adults) and a placement within a private practice consultancy during my final 
year. A synopsis of the therapeutic orientations employed, type and duration of 
psychological therapy offered and a description of the client population seen is presented. 
It also illustrates the type of supervision I was offered and any further professional 
activities I undertook throughout these years (namely, additional lAPT CBT training).
The therapeutic practice dossier concludes with my final clinical paper entitled ‘A search 
for meaning through ‘being with another’ in becoming a counselling psychologist’. Here 
the personal meaning-making of experiences through relating with others therapeutically is 
explored, displaying my personal and professional development in my journey to become a 
counselling psychologist.
Research Dossier
The research section of this portfolio brings together my journey through research and 
highlights an important element to the growing profession of counselling psychology: our 
identity as scientist practitioners. The first piece of research, the literature review, explores 
the relational and meaning-making aspects of the therapeutic use of music. The two 
research reports explore the therapeutic use of music via qualitative methods. The first 
study explored psychotherapeutic practitioners’ perceptions of the therapeutic use of music 
using template analysis. My research was developed further exploring the music therapists’ 
perspectives of the therapeutic relationship in music therapy using interpretative 
phenomenological analysis.
Conclusion
This portfolio is a collection of selected works from training towards the achievement of a 
practitioner doctorate in counselling psychology. It is hoped that this portfolio will provide 
the reader with an insight to my personal strengths which I integrate into my work as a 
therapist. In addition, the reader should gain understanding of the depth of my academic 
work, having engaged in research and the therapeutic use of theory applied to practice. 
These experiences have contributed to my identity in becoming an integrative counselling 
psychologist.
Introduction to the Academic Dossier
The academic dossier contains three essays that were submitted as part of the 
psychotherapeutic and counselling psychology programme. These selected essays invite 
the reader to explore topics that have been of particular interest to me throughout my 
training.
The first essay explores psychoanalytic interpretations of body modification. The second 
essay explores the experience of human distress through psychosis and how this may be 
supported within a specialist community mental health service (assertive outreach), using a 
person-based cognitive approach. The third essay explores the implications of the use of 
‘transference’ as a concept in cognitive behavioural therapy.
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The body in psychoanalysis
Introduction
This assignment aims to explore the use of the body as understood in psychoanalysis, 
drawing on the experience of the author’s clinical work to provide examples linking theory 
to clinical practice. It is thus inclusive of her experience in assertive outreach where she 
worked with patients who self-harm and have suicidal ideation with and without intent, in 
addition to her most recent experience as a counselling psychologist in training. However, 
focus is directed on the modification of the body through the use of piercings, tattoos, 
cosmetic surgery and scarification. It should be noted that other acts of disfiguring the 
body (such as the bulimic or anorexic body), whilst acknowledged alongside suicide and 
self-harm in protecting the self from psychic pain and trauma that the individual has 
internalised (Lemma, 2010), will not be focused upon here. The author of this essay will 
also use herself to provide examples of her personal and theoretical understanding of the 
use of body modification. The motivation behind why people modify their body will be 
considered from a psychoanalytic perspective and how this can be worked with in therapy 
will be explored.
The body in infancy and its development
The body can be used as a form of communication. The physical contact we receive as a 
child from our primary carer is crucial to the development of one’s own sense within the 
body. It has been stated that early physical contact between baby and mother is essential 
for an attachment to form and in developing our sense of self as a desirable object 
(Lemma, 2010). From the beginning of life, the love or hatred projected from the mother to 
the child is said to underlie the child’s feelings towards the mother (breast) object being 
good or bad (Klein, 1975).
From birth, a child is physically cut away from the mother’s umbilical cord. 
Psychoanalytic theory places particular importance on the separation between a mother and 
the body of her child. A rejecting experience from the mother has been suggested as 
withholding and depriving what is needed by the child in order for him to feel desired 
(Lemma, 2010). Later modification of the body is suggested to be an attempt to protect the 
self (Campbell & Hale, 1991; Campbell, 2008, Hale, 2008), as the individual is unable to
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mourn this early loss from the mother (Motz, 2009). Here, the body becomes the site for 
display of unconscious conflicts, whereby reality is changed just as the body has been.
It has been described that the body communicates the impact of both its internalised and 
externalised developed relationships (Lemma, 2010). The sense of a skin has been 
suggested to contain a child’s body (Gardner, 2001), creating a boundary, separating the 
self from the non- self (external object) (Motz, 2009). In terms of modification of the body, 
adolescence is a stage developmentally where one can act out one’s feelings and desires, in 
an attempt to shape identity or protest against authority. An example of this could be a 
teenager who is under the legal age of 18 getting a tattoo without parental consent.
The author attended a conference programme by Alessandra Lemma at the Tavistock 
Centre in London, spring 2012 which was entitled ‘Under the Skin: Reflections on body 
modification’. In addition to a lecture, the programme also involved attendees taking part 
in smaller group discussions of their experience and views of body modification. This 
enabled the author to reflect upon her own personal processes and engagement with body 
modification with the consideration of psychoanalytic interpretations. As a child, the 
author was forbidden by her parents to get her ears pierced. As she approached her teenage 
years, she decided to go against these figures of authority, making her own choice to get 
her ears pierced and thus made a statement of her developing identity and independence. 
From the developmental stage of adolescence onwards, the female sex has been reported to 
experience more dissatisfaction with their bodies than men (Feingold & Mazzella, 1998); 
whilst for males an increase in satisfaction has been found (Smolak, 2004).
Growing up, the author often perceived that she could please her father if  she was ‘seen 
and not heard’ and was not encouraged to disagree with him or be outspoken towards him. 
This was difficult and left her feeling restricted in expressing herself freely. In her later 
teenage years, the author decided to get her tongue pierced. Upon reflection, the 
significance of this act feels particularly powerful to the author. In psychoanalytic terms, 
the author’s understanding and interpretation of this is that it could have been a symbolic 
attack towards the other (her father), who left her at times feeling unable to express herself 
verbally. Unconscious conflicts are described as an act and attempt to make oneself more 
desirable physically or as an attack on the ‘other’ through ‘refiguring’ or ‘disfiguring’ the 
body (Brain, 1978, p. 3); therefore acting as either self-affirmation or self-destruction 
(Davis, 1995, Pitts 2003, Sanders & Vail, 2008).
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In later life, the physical ageing of a woman’s body may be symbolic of her loss of fertility 
and be experienced as loss or death of a physical attribute which attracts men (Pines, 
1993).
Unconscious phantasies
It has been suggested that unconscious phantasies can be expressed through the body 
(Resnik, 2001). Kleinian theory (Klein, 1975) ascertains that an aggressive phantasy of the 
infant begins with sucking the breast which leads to further phantasies of the breast and 
removal of the contents of the mother’s body, such as the father’s penis, children or faeces 
(the latter taken in or out). The wish to succeed over the mother to possess the penis was 
termed ‘penis envy’ by Freud (1925). In these phantasies, parts of the body and parts of the 
self are split and projected into the mother body, where they stay. It is claimed that a girl’s 
castration anxiety is the result of this phantasised attack on the mother’s body; developing 
a fear of retaliatory attacks on her body by the mother taking her imaginary children 
(Klein, 1975).
In cosmetic surgery, taking the role of creator can present an image of power, fulfilling a 
phantasy for some individuals. However, if the phantasy is not brought to reality through 
enactment, then the individual’s sense of self fragments. Lemma (2010, p. 5) describes 
three unconscious phantasies: the “reclaiming phantasy” where the function of body 
modification is to rescue the self from an alien presence (mother or other) felt to be within 
the body; the “self-made phantasy” which attacks an object and the self believes it is its 
own creator reclaiming his body, ‘cutting’ ties to the object; and the “perfect match 
phantasy” to create an idealised body and self which is fused with an idealised object 
which will attract love from others. The body has been described as a canvas which an 
individual uses to carry out these phantasies upon (Bronstein, 2009).
The body communicating psychosomatic symptoms
\
A patient’s body may narrate what they are unable to speak verbally. Freud (1923, p.26) 
first called the ego a body ego “the ego is first and foremost a body ego; it is not merely a 
surface entity, but is itself the projection o f a surface” deriving from sensations of the 
body, in particular from the body surface (Krueger, 2002) and structured as a skin ego 
(Anzieu, 1989). Bodily reactions such as allergic, gastric and cardiac have been suggested
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possible somatic attempts to protect oneself against libidinal and narcissistic desires that 
are perceived to be life-threatening (Pines, 1993). In the face of danger the psyche 
communicates a warning message to the body and may result in psychosomatic 
dysfunctioning (McDougall, 1989), for example, irritable bowel syndrome (IBS) and the 
need to empty the body of faeces resulting from a stress response, or to produce skin 
reactions as in urticaria. In infancy, eczema has been reported to reflect a disturbance in the 
mother-child relationship and unconscious attempts to fuse once more with the object 
(Limentani, 1977). Everyday bodily functions such as eating and sleeping may be 
disturbed. Symbolically the emotion is not recognised, but transmitted to the body non­
verbally, thus creating a psychosomatic symptom.
Phantasied attacks on the mother’s body which hold the individual’s father within have 
been viewed to underpin claustrophobia resulting from anxiety, such as the fear of being 
trapped in the body (Klein, 1975). These anxieties have been linked with the fear of 
castration, where the phantasy of loss or destruction of the penis in the mother may result 
in impotence (Klein, 1975). In phantasies of loss, recovery may include creating a new 
phantasy such as controlling what is taken in and out of the body to restore the lost other 
(Hinshelwood, 1994).
It has been suggested that the despair created may bring people to care for the sufferer 
(Pines, 1993). There may be a phantasy that there is an underlying gain where the body 
under attack physically parallels an attack on the body of the internalised mother. The 
author’s personal experience of the body communicating psychosomatic symptoms 
become particularly apparent to her at times when she is under stress, for example, IBS 
whilst studying for her master’s degree. Her awareness of her body’s ability to 
communicate emotions she may be unable to express verbally has developed since she 
began personal therapy. In past difficult times, when the author attended therapy sessions 
complaining of asthma attacks, swollen glands and a sore throat, her personal therapist 
offered an interpretation that she had repressed her emotions and that her words had 
become stuck in her throat, thus unable to vocalise these. Perhaps during these times, I 
reverted to a child state which I had experienced whilst growing up.
The author previously worked with a psychotic patient whom she and colleagues described 
as looking “grey” and “physically unwell”. The patient himself at times reported suffering 
from insomnia and migraines. Several blood tests and physical health checks were taken,
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yet the results returned inconclusive. He was found collapsed in his home and on 
admission to hospital, x-ray scans found that a cancerous disease had spread throughout his 
body. Days later, the patient died. On reflection, although tests came back clear, the 
author’s perception of the patient’s physical presence was communicating a very different 
picture.
The body in analysis
Transference and counter-transference may be displayed in therapy between the analyst 
and patient that are body-based (bodily responses) and aid psychodynamic understanding 
(Krueger, 2002). Physical attraction can be felt between both the analyst and patient and 
erotic transference may develop (Pines, 1993). Freud said that the patient’s internal psychic 
conflict was expressed through the body symbolically (Pile, 1996). In response to any 
breaks in therapy that may occur, the individual’s body may react to the analyst as a result 
of feared separation. In patients with asthma, feelings of aggression expressed in the 
therapeutic transference were found to be accompanied by loud wheezing when breathing 
(Pines, 1993). Through verbalisation and bringing the unconscious to the conscious, a full 
asthma attack did not ensue.
Individuals may not attend therapy for help regarding particular difficulties they have with 
their body, but body dissatisfaction may come into the sessions in other ways (Orbach, 
2009). Limentani (1977) describes how the early mother-child relationship is reproduced 
by the psychoanalytic situation. However, physical contact and gratification being withheld 
and not available can create frustration in the patient. It has been suggested that the 
patient’s transference may highlight regression, in that he longs to be held and comforted, 
yet also fears emotional closeness (Lemma, 2010).
In psychoanalysis, the patient holds a mind-body relationship which acts as a defence 
mechanism to unbearable hidden anxieties and conflicts (Lemma, 2010). It has been 
suggested that the mind acts as the “s e lf\  and the body as the “other” which can be 
“dispensed with, improved, modified or triumphed over” (Lemma, 2010, p.l 1). It has been 
viewed that the world is introjected into the body and the body projected into the world 
(Schilder, 1950). Psychoanalysis contains and supports the patient in thinking about what 
they cannot bear (Bion, 1967). An analyst attempts to understand the control placed on the 
body by the patient as part of the therapeutic process (Lemma, 2010).
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Phantom body parts
Previously, body image has been termed as “the picture o f our body which we form in our 
mind, that is to say, the way in which our body appears to us” (Schilder, 1950, p. 11). 
More recently, the term “body imaging(s) ” is used to account for the dynamic unconscious 
representation one has of his own body. Furthermore, this representation that is internalised 
is imagined (Lemma, 2010, p. 63).
Amputation of a limb has been argued to be a wound which represents feeling unlovable 
and unacceptable, arousing empathy and concern from others. The body mirrors emotional 
pain and damage (Lemma, 2010). A phantom limb is when a limb is missing, but the 
individual’s body acts independently, as if it were still present to protect one’s self-image. 
There is a suggested split between this reality and physical sensations, presenting a need to 
create a new body image (Orbach, 2009).
Symbolic meaning placed on the body
The body is not only a means of reproduction, but as has been suggested through body 
modification, is now becoming the production itself. The use of the body is said to depend 
upon social, sexual, geographical, religious and cultural practices (Orbach, 2009). Such 
examples may be binding girls’ feet and circumcision. By marking the body, people 
become classified to a particular group, and thus it forms part of their identity.
The author here recalls a patient who first became known to mental health services after a 
traumatic event, where he was severely disfigured in a house fire. The individual suffered 
severe bums losing most of his fingers and his face was left unrecognisable. These 
physical changes told onlookers his traumatic story. This patient is reminded physically 
every day of the trauma he endured. The transformation of his body and facial 
characteristics has put him in a disadvantaged group and this is suggested to bring with it 
stigma and disgust (Orbach, 2009).
It has been suggested that individuals wishing to have a sex change experience their mind 
as physically being in the wrong body (Lemma, 2010). They are unable to find their self in 
a body that reflects their psychological and physical sense of self. Previously as a support 
worker, the author worked with a mental health patient who was also alcohol dependent. 
When he was showing signs of relapse in his mental health, the patient would wear
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women’s dresses and express that he wanted to have a sex change to become a woman 
physically. To enable this procedure to take place, the patient needed to be granted the 
support from his psychiatrist. The psychiatrist informed the patient that he could have the 
operation if he could abstain from drinking alcohol for six months, so that he could prove 
that this was not an impulsive wish from excessive alcohol consumption, alongside mania 
in mood. Perhaps this patient took alcohol into his body to mask the emotional pain he was 
suffering, accompanied by what has been described as a loss of his sense of identity and 
secure body boundaries (Budd & Rusbridger, 2005). He was the younger of two sons and 
as has been suggested, may have wanted to modify his body to meet the desire of his 
mother’s wish for a girl (Oliver, 1989) or as an attack against the mother.
Tattooing and piercing of the body
Evidence of tattoos has been dated back to 6000 BC on carved figures, showing markings 
of the face and body thought to be representative of this form of body modification 
(Sanders & Vail, 2008). Denness (2005) explored the role that tattooing and piercing can 
have in securing masculine identity in males and found that body modification can 
symbolise the unconscious motivation in search for one’s identity. Creating self- 
identification has been viewed as the central function of tattooing (Edgerton & Dingman, 
1963). Furthermore, modifying the body with tattoos has been described as giving birth to 
the “true” self (Orbach, 2009).
Freud (1909) regarded a number of assaults on the body as symbolising castration. The 
analysis of Little Han’s oedipal difficulties reminds us of the equivalence of a variety of 
body modifications representing castration (Freud, 1909). Other examples are the piercing 
of the penis, which may represent an interpretation of castration anxiety, leading the 
individual to experience the unconscious equivalence of castration. In a male’s 
development, this can be viewed symbolically as an attempt to identify with masculinity. It 
has been stated that in some cultures young males are left physically marked after initiation 
rites, from there on identifying with men, having undergone a transition to become an adult 
(Denness, 2005).
It has been found that the body may be pierced not just for the final result, but to endure 
the pain associated with endorphins being released (Gardner, 2001). This has been linked 
to an individual’s desire to witness and nurse the self through the healing process (Motz,
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2009), where there is a divide in the self between the role of the nurse and the aggressor. 
This is in line with the suggestion of an “elimination fantasy”, where a defence of splitting 
is used and the perceived bad part of the self is removed (Lemma, 2012).
Body dsymorphia and the use of cosmetic procedures
Patients with body dsymorphia are preoccupied with their appearance, believing that they 
have a defect and it thus causes them significant distress. It has been stated that the 
individual may feel persecuted by the body as exposing what they perceive as ugliness of 
the self to the external world (Lemma, 2010). Research has shown that patients with body 
dysmorphia misinterpret the emotional reactions of others as negative (Bulhmann et al.,
2004). Through cosmetic surgery, the individuals resist thinking about their pain and in 
psychoanalytic terms, the bad internal object occupying the body. Through enactment of 
their phantasy, the individual is killing the persecutor via the removal or reshaping of the 
body part; this is reportedly seen by the individual as the only way to separate from the 
other residing within the self (Fonagy & Target, 1999). There is identification of the body 
part which is hated with the hated ‘other’. To avoid further rejection of the self and to 
rescue it, individuals may have surgery.
Psychoanalysis may be less appropriate for patients suffering from body dysmorphia who 
are severely disturbed due to the higher risk of self-harm, alongside or independent of a 
psychotic breakdown. In these cases, suicidal ideation and attempts are not uncommon, 
giving suicide rates of 22 to 24 percent (Veale et al., 1996; Dyl et al., 2006). Through the 
use of narrative and dreams in analysis of body dysmorphic patients, the image of the 
fragmented body is said to often be brought to the surface (Lemma, 2010). Referring back 
to the age group of adolescents, research has found that the rate of suicide attempts 
amongst 200 adolescents with body dysmorphic disorder was 44.4 percent (Dyl et al., 
2006).
In cosmetic surgery, the surgeon reshapes the phantasies held by the self (Gilman, 1999). 
A growth rate of one billion dollars per year has been reported in cosmetic surgery 
(Orbach, 2009). Over a ten year period between 1997 and 2007, figures have tripled from 
59,890 to 205,119 amongst young people aged 18 and under having cosmetic surgery 
(Lemma, 2010).
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Here the author brings a clinical example of a patient who underwent a cosmetic procedure 
of Botox in his jaw as a treatment for hyper salivation, as advised by medics. After the first 
course of treatment, the patient was scheduled to have Botox injections in his jaw every 
few months. However, he chose to discontinue the treatment, as he described having 
accepted this malfimction and felt it was the desire of others to bring about this change.
Self-harm
Self-harm can reportedly be directed internally or externally on the body such as by over 
dosing on medication, swallowing razor blades or by cutting and burning the skin (Briggs 
et al, 2008). The term “ritual self-mutilation ” has been used in mental health to describe 
self-healing as a therapeutic function (Favazza, 1996, p. 5). Through persecutory self-harm 
or cosmetic procedures, tattoos or piercings, cure of psychic pain is attempted by the body 
being manipulated and modified. The self-mutilation markings and scarification to produce 
sears derives from cutting of the skin (Lemma, 2010). Self-harm has been called “the 
psychic wound written on the body” to tell a story (Adshead, 1997, p. 7) and a signature 
displayed with the use of a scar owning one’s physical presence, taking control and making 
a statement (Straker, 2006).
The trauma of early abandonment by the mother can be represented by attacking the body, 
symbolising the object (Motz, 2009). Self-harm and suicide attempts have been described 
as focused attempts to torture or starve through anorexia, and demolish or murder the 
mother to free the self of the other residing within (Perelberg, 1999). Self-harm has been 
viewed as self-murder, as well as an attack on therapists’ and carers’ minds (Campbell & 
Hale, 1991).
Radical psychoanalysis and expressive art
The use of the body and of body modification may be viewed as radical and representative 
of a modem era of both psychoanalysis and the history of expressive art through its use. 
Tattooing has been described as a form of art in “healing that wounded child, that hurt 
place, the pain that is left over from the slings and arrows o f outrageous past lives” 
(Mifflin, 1997, p. 109). Orlan is an artist whose work has been named ‘eamal work’ 
following the theme of giving birth to the self through experiments on the body and its 
image, resulting in a parallel between her plan for nine operations representing that of a
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nine month pregnancy (Lemma, 2010). Primal therapy is a form of psychotherapy based on 
re-experiencing a traumatic event and physically expressing the pain (Janov, 1970).
Conclusion
Everyone modifies their body in some way, whether through self-harm, cosmetic surgery, 
piercings and tattoos or just through the preference they place on the clothes they wear. 
This assignment has addressed the ways in which the body can be used to assert control, 
identity and ownership that may have been violated by oneself or others. It has further 
explored how body modification is a form of communication to express emotional distress 
and tell a story that cannot be verbalised, so instead is acted out as a defence (Motz, 2009). 
There appears to be a split here, in that an individual may modify his body to defend the 
self against fusing with the object, or in an attempt to create an idealised self to fuse with 
the object (Lemma, 2010), such as through the use of tattoos which may be viewed as 
attractive works of art. However, the latter point may begin once the self feels they have 
destroyed the hated mother, and are now fi*ee to fuse with the idealised mother (Perelberg,
1999). In psychoanalysis, the analyst can support the patient to bring these repressed 
feelings to the surface (which may be out of one’s awareness), where they can be worked 
through and processed in a contained skin. Just like the infant who needs containment by 
its mother, this enables intolerable feelings to become bearable (Bion, 1967).
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Meeting the client:
A theoretical and contextual approach to the experience of psychosis
Introduction and context
To contextualise this essay, I shall explore the experience of human distress through 
psychosis and how this may be supported within a specialist community mental health 
service, assertive outreach, with theoretical and therapeutic considerations. Whilst 
acknowledging the current research for cognitive behavioural therapy (CBT), I shall pay 
attention to a person-based cognitive model for psychosis (Chadwick 2006) which better 
suits my style as a therapist in relation to this specialised context.
Human distress and psychosis
Psychological distress may be understood with consideration of cultural, religious and 
historical background (for example, Al-Issa, 2000; Gielen et al., 2004; Hook & Eagle, 
2004; Horwitz, 2002; Laungani, 2004; Parker et al., 1995). Within the current ‘diagnostic 
and statistical manual of mental disorders’ (DSM IV, American Psychiatric Association,
2000), a section is dedicated to ‘schizophrenia and other psychotic disorders’. There are 
nine categorised disorders including schizophrenia, schizophreniform disorder, 
schizoaffective disorder, delusional disorder, brief psychotic disorder, shared psychotic 
disorder, psychotic disorder due to a general medical condition, substance-induced 
psychotic disorder, and psychotic disorder not otherwise specified. Each of these disorders 
is grouped together as sharing a prominent symptom of their difficulties, being psychotic 
features. DSM IV defines experiencing psychosis as ‘'delusions or prominent 
hallucinations, with the hallucinations occurring in the absence o f insight into their 
pathological nature” (American Psychiatric Association, 2000, p. 297). It goes on to 
acknowledge that a ‘less restrictive’ definition would include hallucinations that are 
recognised by the individual experiencing them. DSM IV recognises particular symptoms 
being present in psychosis which vary across the diagnostic labels within this group. 
Symptoms are generally grouped as positive, such as delusions and hallucinations or 
negative, for example, disengagement and reduced social functioning (Roth & Fonagy,
2005).
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Deconstructing psychotic discourse and pathological language
Explanations of ‘psychopathology’ are often disputed (for example, Grob, 1985; Klerman 
et al., 1984). It is my view that medical terminology brings a power imbalance into the 
therapeutic relationship we have with a client that is not equal and discounts him as 
‘abnormal’. It has been suggested that distress can be maintained through both language 
used and power, resulting in a harmful effect (Butler, 1997b). The construction of a 
medical discourse in working with an individual experiencing psychosis has been 
suggested to pathologise their experience through the narrative and language used and the 
diagnostic label given (Parker et al., 1995). Parker et al., (1995) argue further that not only 
has psychiatric research grouped individuals by their characteristics, but they have also 
created a divide between what is ‘normal’ and what is ‘abnormal’.
I believe that it is helpful to deconstruct medical, ‘pathological’ terms of psychosis in order 
to understand the experience of human distress. Deconstruction is a philosophical term 
used to critique and breakdown various meanings of text to evaluate whether it is 
contradictory in its nature. The term ‘deconstruct’ used in this essay can be understood 
using an analogy of food: a finished dish may take many different ingredients that have 
been combined, their forms are then changed and they can then be plated together 
differently. For example, fish and potato when combined can produce both a fish pie and a 
fish cake (both entirely different dishes). In therapy it is both important to take the dish 
apart (deconstruct the diagnostic label) and put its elements back together again (focusing 
on the experience and the needs of the client).
The phenomenology of the psychotic experience
Individual experiences of human distress through psychosis can be understood by 
exploring the phenomenological meaning attached to the experience by the individual. This 
can vary across different contexts.
An attempt to capture the diversity of psychotic experiences has been attempted through 
contributions made to current literature on voicing individuals’ experiences, (for example 
Chandler & Hayward, 2009, p. 26). In this collection, detailed case accounts are given, 
displaying both positive and negative experiences of the psychotic experience. One 
individual notes “As a child hearing voices, especially one male voice that others could
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not hear, was a part o f  my life... The stress o f the bullying caused the voices to become 
more negative, as a reflection o f the inner turmoil I  was experiencing” (Chandler & 
Hayward, 2009, p. 22). She goes on to say “Accepting that I  may never get rid o f these 
symptoms and learning instead to adapt and live with them has been fo r  me part o f the 
process o f recovery” (Chandler & Hayward, 2009, p. 21). A key theme in this segment is 
‘acceptance’ and becomes a crucial element in part of the work offered within person- 
based cognitive therapy (Chadwick, 2006).
The impact psychosis may have on the family is also described: “For example, my younger 
brother has had to endure people in the street asking him i f  his ‘sister [is] still a nutter? ’ 
My family saw someone they love completely transformed from a bright, friendly girl to a 
brooding maelstrom o f desperation, at one point close to death from a paracetamol 
overdose” (Chandler & Hayward, 2009, p. 85). Ultimately each individual’s experience is 
unique and it is important to value the phenomenological meaning placed upon it. One case 
example explains “I  have also long since learned that many o f my thoughts were so 
idiosyncratic that I  cannot adequately describe them to others, though they had a very 
powerful meaning fo r  me. The flip side o f  sharing so much is having to deal with people 
stereotyping and being discriminatory” (Chandler & Hayward, 2009, p .91).
Therapeutic considerations
Understanding may be influenced by various interpretations of the psychotic experience, 
such as psychological, political, medical, social and cultural backgrounds. Associations 
have been made between a psychotic diagnosis, for example, schizophrenia and the 
behaviour displayed which can impair the individual’s daily skills of living such as social 
contact, work and self-care (Roth & Fonagy, 2005).
Counselling psychology seeks to understand the individual’s perspective and experience of 
psychosis through a relational encounter. It has been suggested that in working 
therapeutically with such clients, it can be difficult to follow and understand their speech 
and that they appear “out o f psychological contact” and difficult to reach (Sommerbeck, 
2003, p. 68). As counselling psychologists we can explore a client’s view and meaning he 
places on his experiences (Deurzen-Smith, 1990). Through seeing a client’s diagnostic 
label in both a meaningful and relational way, we can offer to respectfully deconstruct a 
‘pathological’ account of his experience. I choose to emphasis a phenomenological
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viewpoint focused on a client’s well-being, not ‘psychopathology’ in an attempt to 
empower a client to reach an understanding and solution to his distress. Thus first meeting 
the client and their experience, and only using a diagnostic label if it is helpful to them. 
This approach can encourage collaboration and a power balance in the therapeutic 
relationship.
As a counselling psychologist in training, I have placed a focus on the therapeutic 
relationship with each client whom I have worked with. Adopting a person-centred 
approach to practice, I can then consider other models to support them through their 
experience, for example CBT for psychosis. I would place a focus on meeting the client 
and then would consider a diagnostic label only if it is helpful to the client in 
understanding their experiences and difficulties.
CBT for psychosis
CBT emerged in the 1960’s from the work of Aaron Beck (Beck et al., 1979) and focused 
on one’s dysfunctional and maladaptive thoughts, feelings, physical symptoms and 
behaviours to bring positive change to one’s mental well-being. It has been shown to be 
affective in working with psychosis, either with clients in outpatient clinics (for example, 
Sensky et al., 2000) or on acute wards (for.example, Drury et al., 1996). It is recommended 
by the National Institute of Clinical Excellence (NICE, 2009) that all clients with a 
diagnosis of schizophrenia experiencing ongoing symptoms should receive at least 16 
sessions of CBT. However, it could also be argued that NICE is not a competent 
mechanism for choosing and identifying effectiveness and efficacy of therapeutic 
interventions. Cognitive therapy for psychosis focuses on the distress experienced as well 
as the need for a collaborative approach and alliance (Chadwick et al., 1996; Fowler et al., 
1995; Mills, 2006). The ABC (activating event, belief and consequence) model is used to 
highlight the psychotic experience and can be helpful to focus on the breakdown of distress 
associated with beliefs. Focusing on the individual’s distress and view of himself, others 
and the world is suggested to be a compassionate and validating experience (Grant et al., 
2008^
Much literature on CBT for schizophrenia is suggested to lack scientific credibility and 
clinical utility (Bentall, 2004). I personally find a model that combines a person-centred 
approach with cognitive therapy more ‘user fidendly’. Reaching out to promote this view
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can be difficult given the current climate of the government’s support for CBT nationally 
and the rich body of supporting evidence for the model. I believe it can be even more 
difficult to bring change to a service that is reliant on measurable outcomes, funding and 
ultimately a pressure to meet targets in order to justify one’s position and continuation of a 
service at a time of national recession.
Literature on CBT is in a period of change. It has been adapted as third wave models have 
been introduced and adopted by practitioners. For this reason, I choose to explicitly focus 
on person-based cognitive therapy integrating both person-centred and cognitive therapy 
models (Chadwick, 2006). It is an approach that I believe can be implemented successfully 
into therapeutic work with psychosis in such a context as assertive outreach which works 
predominantly with this presentation of human distress.
Person-based cognitive therapy for psychosis
A person-based cognitive model combines cognitive theory for psychosis with mindfulness 
and a person-centred approach (Chadwick, 2006). The psychological emphasis here 
focuses on distress rather than symptoms. At the heart of the therapy is Rogerian theory 
(Rogers, 1951). A core theme of acceptance flows throughout this model and is based on 
Rogers (1961, p. 21) words: “the right o f each individual to utilise his experience in his 
own way and discover his own meanings in it -  this is one o f  the most priceless 
potentialities o f life He also ascertains that acceptance means “that the therapist feels 
this client to he a person o f unconditional self-worth: o f value no matter what his 
condition, his behaviour or his feelings”. Person-based cognitive therapy describes this 
acceptance as “radical collaboration ” (Chadwick, 2006, p.20).
This model aims to think about human distress in relation to both the context of therapy 
and theoretical approach undertaken. Furthermore, there is an explicit focus on the 
relationship and therapeutic process to bring change, the association of distress and 
schemas and an individual’s potential, strengths and capacity to change (Chadwick, 2006).
The link between psychosis and human distress can reflect not only the delusion 
experienced itself but also the meaning derived from negative schemata (Chadwick et al, 
1996). This has further been supported by research (Close & Garety, 1998).
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There are three goals of person-based cognitive therapy: unification of the self as a 
process, working with schemata and self acceptance (Chadwick, 2006). One of the most 
distressing elements of the process of self is experiencing negative self schemata. In a 
phenomenological sense, the self becomes fixed by these experiences and the process of 
change within the self is lost. Thus it is important to develop positive self schemata. 
Accepting difficult psychotic experiences without resisting them or using these experiences 
to define one’s self is suggested to bring self acceptance (Chadwick, 2006).
Assertive outreach and person-based cognitive therapy for psychosis
Assertive outreach is a means of helping people with serious and persistent mental health 
difficulties who have not engaged with other mental health services. The service has been 
part of the United Kingdom government policy since 1999 (Department of Health, 1999) 
and aims to enable individuals frequently hospitalised to live in the community. Criteria for 
referral of clients into an assertive outreach team include disengagement from mental 
health services, frequent hospital admissions under section and having multiple complex 
problems.
The majority of individuals receiving care from an assertive outreach team have a 
diagnosis of psychosis and an engaging therapeutic relationship is a core focus in the 
assertive outreach model. I therefore believe that person-based cognitive therapy for 
psychosis could best meet the psychological needs and understanding of distress 
experienced by these individuals.
Chadwick (2006) discusses the concept of metacognition as thinking about thoughts not 
just facts. Further derived from this concept, Chadwick (2006, p. 18) has used the term 
“decentred awareness ” which I feel can be related to understanding the experience of a 
client with psychosis under such a service as assertive outreach. Teasdale et al., (2002, p. 
276) describe decentred awareness as “rather than simply being their emotions, or 
identifying personally with negative thoughts and feelings, patients relate to negative 
experiences as mental events in a wider context or field  o f awareness”. This feels 
particularly relevant to assertive outreach, a client group very much a part of the mental 
health system. Engaging clients with a lack of insight or will to engage with the service is a 
core focus of the team and unfortunately as a result, the client can be subject to particularly 
traumatic incidences where he is not always given freedom of choice. Disengagement can
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ultimately lead to the possibility of involuntary hospitalisation with reinforcement from 
services such as the police.
In line with the theoretical underpinnings and philosophy of counselling psychology, 
developing a therapeutic relationship and alliance with a client is crucial for therapeutic 
change. Through adopting a person-based cognitive approach within assertive outreach, 
clients are given a choice to attend therapy, whereas as highlighted, they may not receive 
this radical collaboration in other areas of the service delivered. Thus a person-based 
cognitive approach challenges one that is anti-collaborative. Using this approach for 
psychosis to understand and relieve individuals from distress and disturbing behaviours 
can enable them to move towards both emotional well-being and self acceptance 
(Chadwick, 2006).
It is emphasised by Hemming et al., (1999) that a critical component of assertive outreach 
work is the development of trusting working relationships. Developing a trusting 
relationship with the individual offering intensive, flexible support and hope is suggested 
to be at the root of assertive outreach (Cupitt, 2010). Through a collaborative therapeutic 
relationship, distress experienced by the client can be reduced and understanding can be 
met (Chadwick, 2006). Making formulations collaboratively with the client can attempt to 
allow him to experience an equal relationship within an assertive outreach team. A 
correlation has been suggested between levels of distress expressed and a lack of intimacy, 
support or difficulties experienced (Meams & Cooper, 2005).
Deconstructing the term ‘engagement’ within person-based cognitive therapy
Engagement is a key referral criterion for assertive outreach teams. Studies suggest that 
successful engagement derives from a relationship of respect, giving time, understanding 
and support, offering clients collaboration rather than an authoritarian approach of an 
imposed service (Lukeman, 2003). In person-based cognitive therapy the term engagement 
is not used, instead it is replaced with the phrase “relationship building”, thus suggesting 
engagement is an interpersonal process (Chadwick, 2006, p. 21). Therefore, in both 
cognitive and interpersonal respects, this can allow us to make use of the therapeutic 
alliance and its impact on therapy using a cognitive-interpersonal perspective (Safran & 
Segal, 1990). Frank and Gunderson (1999) showed that clients with a diagnosis of 
schizophrenia who developed good therapeutic relationships in the first six months were
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significantly more likely to remain in therapy, comply with medication and achieve better 
outcomes after two years, using less medication than clients who did not.
It is interesting that strong themes within assertive outreach are both compliance and 
engagement, yet the latter has been suggested to reinforce an anti-collaborative assumption 
that therapists must get a client to stay in therapy (Chadwick, 2006). This appears to go 
against freedom of choice and returns perhaps to being overshadowed by a power 
imbalance between client and professional.
The quality of the relationship between client and therapist in psychological interventions 
has been cited as making as much as 25 percent difference in the outcome (Department of 
Health, 1999). However, this is quantified in symptom reduction and perhaps not a true 
reflection of the experience. Developing a therapeutic relationship is reported to require a 
positive empathie understanding of the client and his distress experienced, person-centred 
flexibility, realism and holding a long-term perspective (Perkins & Repper, 1996).
The role of counselling psychology for psychosis within assertive outreach
This essay aimed to explore the experience of human distress displayed through psychosis 
and how this experience can be engaged with therapeutically using a person-based 
cognitive therapy model within an assertive outreach context.
As counselling psychologists, adopting a cognitive behavioural model grouping ‘treatment’ 
protocols in accordance with diagnostic categories, we are engaging in a medical 
discourse. This can leave us with formulations which are similar and discounts factors such 
as a client’s history and culture. Certainly, in my prior experience of working in assertive 
outreach in a supportive role for almost seven years, I have been witness to clients being 
given various diagnoses which may have been changed periodically and at times subject to 
much dispute and disagreement amongst medical staff. The relationship between 
counselling psychology and ‘psychopathology’ needs to be considered in relation to the 
context being discussed and the human distress experienced.
Although there is support for the use of CBT in assertive outreach (for example. 
Department of Health, 2001), there is little evidence on how to effectively combine them. 
This is perhaps reflected by the national study of assertive outreach, which found that the 
number of teams delivering CBT in accordance with the NICE guidelines for
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schizophrenia is very small (Wright, 2006). It is my view that CBT needs to be adapted for 
use with psychosis in teams such as assertive outreach to overcome engagement issues and 
to meet the individual’s experience of distress.
It appears that in practising as a psychologist within the National Health Service in the 
United Kingdom, the likelihood is that you will predominately be employed to deliver 
CBT. Certainly, the government supports this notion expanding to provide those in need 
with access to psychological interventions (Nel, 2009). As counselling psychologists I 
believe we have a responsibility to continue contributing to current academic literature 
within the field and bridging any gaps that we perceive need to be addressed in working 
within a medical dominated context.
I encourage the implementation of the role of counselling psychology within assertive 
outreach. Working in a multi-disciplinary team, we hold unique knowledge and values 
which can add diversity to the therapeutic approach offered to individuals experiencing 
distress. Meeting the client experiencing psychosis, using a person-based cognitive 
approach within this context, feels integral to my identity as an integrative counselling 
psychologist. Through understanding and reducing the individual’s experienced distress, 
we are holding the experience key to the therapeutic process rather than ‘pathological’ 
symptomatology. Counselling psychology supports flexibility to practice, reflecting upon 
how creative ideas can be introduced into therapy which can support the cognitive 
behavioural model to continue to evolve (Fairfax, 2008).
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The implications of the use of ‘transference’ as a concept in CBT 
Definition of transference
To begin with and to conceptualise this essay, a definition of transference needs to be 
given. The author chooses to follow the term used by Rogers (1951, p. 198), which states 
that transference within the therapeutic relationship is “...a term which is applied to 
attitudes transferred to the therapist which were originally directed, with more 
justification, toward a parent or other person
The development of transference within CBT
Cognitive behavioural therapy (CBT) emerged in the 1960’s from the work of Aaron Beck 
(Beck et al., 1979) and focused on one’s dysfunctional and maladaptive thoughts, feelings, 
physical symptoms and behaviours to bring positive change to one’s mental well being.
It has been suggested that in early use of CBT, there was a resistance to the concept of 
transference (Slap & Slap-Shelton, 1994). Following this came the emergence of evidence 
based therapies which moved away from those focused on the therapeutic relationship. 
Treatments of disorders using graded exposure (namely anxiety) were deemed effective 
and did not place a focus on the therapeutic relationship (Slap & Slap-Shelton, 1994). A 
client’s past was also predominately not a focus of CBT, rather the focus stayed in the here 
and now. However, there is evidence that this has since changed (Guidano & Liotti, 1983; 
1987).
Beck acknowledged the notion of transference (Beck et al., 1979). He ascertained that if 
transference in the therapeutic relationship is too intense, it can have detrimental effects 
upon therapy and even bring premature termination of ‘treatment’. Regardless of this 
however, there is limited literature on the concept of transference (using this specific 
terminology) within CBT. Beck et al., (1979) explains that due to the collaborative nature 
of CBT, the likelihood of transference in the therapeutic relationship is reduced. Further to 
this, he describes transference as “problems andfrustrations ” which should be treated as a 
cognitive distortion to correct such thinking errors (Beck et al., 1979, p. 58). Interestingly, 
although transference and counter-transference were in Beck et al.,’s (1979) initial
38
contributions to CBT, the issues these concepts bring are rarely discussed in the literature 
that has evolved.
Although traditionally the concept of transference has been associated with 
psychoanalysis, different terminology has been used to approach it within CBT. In CBT 
terms, the concept of transference is similar to that of schemas which has been described as 
“an enduring symbolic framework that organises constellations o f thought, feeling, 
memory, and expectation about self and others” (Knapp, 1991, p. 94). Here the process of 
transference describes that once this representation of a significant other is triggered, it can 
lead to particular thoughts, feelings, and behaviours (Gilbert & Leachy, 2009). Any current 
unhelpful patterns that have been triggered can be worked on with the aim of change 
(Leachy, 2001). Transference and counter-transference in CBT have been acknowledged as 
important (Klein et al., 2011) and also that all clients will develop emotions towards their 
therapist and vice versa regardless of the approach used. The author supports this notion, as 
she has developed emotions towards particular clients in various contexts using different 
theoretical approaches, including CBT.
In CBT, the focus of transference is looking at how it may be played out in the therapeutic 
relationship and tuning into the client’s behaviour. For example, a client who feels a need 
to be in control of situations may also feel he needs to use these cognitions in the 
relationship with his therapist. Thus in CBT, transference represents a relationship schema 
with regards to the therapeutic encounter (Safran & Segal, 1991). It has been suggested 
that depending upon how the therapist uses transference, it can be of help, have no effect or 
have a negative impact on therapy (Gelso & Hayes, 1998). Cognitive therapies that take a 
focus on past experiences on the development of schemas and acknowledge the therapeutic 
relationship and transference (Perris, 2000; Vallis, 1998; Young, 1999 & Young et al., 
2003) have been recognised as being a stronger form of therapy (Bamber, 2006). It has 
been viewed that a resistance to learning the CBT model is linked to the belief that it does 
not focus on transference or the therapeutic relationship (Dobson, 2010).
The relationship and development of a therapeutic alliance
Life can be complex, diverse and inescapably relational, of which each relationship is 
unique. Whilst there is a growth in the literature on the therapeutic relationship in CBT, 
there still remains little focus on transference as a concept. Further to this, the way in
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which a therapist feels, thinks and responds to a client is not a priority of the model but 
rather is key to delivering strategies to help the client (Wright, Basco & Thase, 2006).
It has been suggested that the development of the therapeutic alliance depends on whether 
there are genuine collaborative feelings of trust and respect between therapist and client, or 
if these feelings are of a transferential nature (Greenson, 1967). Thus, transference can be 
used to understand the development of the therapeutic alliance (Gilbert & Leachy, 2009). 
The feelings of the therapist towards the client have been highlighted as counter­
transference. It has been cited as important and beneficial to the therapeutic relationship by 
Strupp (1980, p. 95) and it is to this we will now turn:
Thus major deterrents to the formation o f a good working alliance are not only the 
patient’s characterological distortions and maladaptive defences hut-at least equally 
important- the therapist’s personal reactions . . . traditionally these reactions have been 
considered under the heading o f counter-transference.
Counter-transference
Although the previous reference was made towards psychodynamic work, it could be 
applied to a cognitive behavioural framework. A therapist’s response to transference has 
been termed ‘counter-transference’ (Grant & Crawley, 2002).
Understandably there may be a restricted period of time to work through any transference 
or counter-transference issues due to the nature of short-term CBT. It has been suggested 
that transferential issues may not develop as quickly if the relationship is not a key focus of 
the therapy (Safran & Segal, 1990). In CBT counter-transference is said to occur when the 
client evokes automatic thoughts and schemas in the therapist that potentially may 
influence the process of therapy (Klein et al., 2011). Accessing counter-transference may 
be limited in CBT as automatic thoughts and schemas may not always be in one’s 
awareness. Counter-transference reactions can be noticed by looking at one’s emotions, 
physical sensations or behaviour. It has been suggested that applying the theoretical 
perspectives and methods adopted and applied by CBT can allow the therapist to 
understand and deal with their counter-transference appropriately. Through recognising 
automatic thoughts and schemas, these held cognitions can be changed (Wright et al., 
2006).
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The relationship between CBT and transference
The term ‘transference’, is not generally used in CBT, yet the concept can be described 
using the term ‘schema’: “A cognitive representation o f one’s past experiences with 
situations or people, which eventually seiwes to assist individuals in constructing their 
perception o f events within that domain” (Goldfried, 1995, p. 55). A cognitive-behavioural 
therapist would work with a client’s schemas by focusing on how they form thought 
distortions and the effect this can have on unrealistic expectations on themselves and 
others and thus can be emotionally maladaptive (Goldfried, 1995; Heller & Northcut, 
1999). CBT helps a client develop awareness of schemas and to control their influence. A 
schema of the therapist is developed from social schemas already held by the client. There 
is another term used in CBT that refers to activating transference, namely a script. This is a 
schema which routinely organises one’s behaviour in order to make sense of social 
situations (Schank & Abelson, 1977; Westen, 1991). This script is activated when a client 
behaves in a way that produces responses from the therapist which resonates with the 
client’s experience in other relationships. Although transference has not been a focus 
within CBT, with the growing expansion of therapies under this umbrella, the therapeutic 
relationship is increasingly becoming more recognised in work with complex cases (Beck 
et al., 1990; Safran & Segal, 1990; Kyrios, 1998; Sanders & Wills, 1999).
In line with the theoretical underpinnings and philosophy of counselling psychology, 
developing a therapeutic relationship and alliance with a client is crucial for therapeutic 
change. Generally CBT is a short-term, collaborative approach and this can result in the 
intensity of transference levels remaining at a minimum, in comparison to other methods of 
psychotherapy. Further to this, transference is not seen as an essential element to provide a 
client with growth, change and learning core CBT skills. The therapist is seen as the expert 
of the knowledge and theory of CBT. He teaches the client who is the expert of his own 
life, the necessary skills and learning he requires. Together, therapist and client can 
identify the maintaining factors of the difficulties experienced and find solutions. 
However, even though CBT is generally a short-term therapeutic approach, it has been 
stated that this does not impede transference occurring (Grant & Crawley, 2002).
Depending on the setting where CBT is utilised, the amount of sessions that can be offered 
may vary where it is limited or has an open ended scale. Naturally, with time restrictions 
this would impact the level (if any) of transference developing in the therapeutic
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relationship. It could also impact the time devoted to exploring the client’s previous 
relationships in depth. For example, a focus could be applied to symptom reduction, rather 
than addressing the cause. This may impact the therapist’s decision to acknowledge any 
transference within therapy. For the authors own professional development as a 
counselling psychologist in training she has also needed to focus on being able to deliver 
short-term CBT interventions working in an Improving Access to Psychological Therapies 
(lAPT) service. This has impeded any focus of depth on transferential issues (and 
differences in terminology used) within her therapeutic relationships with clients or in 
supervision, which could be used to enhance formulations and guide the therapeutic 
process.
It may also be important to consider the research evidence which ascertains that a high 
amount of interpretations of transference are in fact related to lower outcomes (Piper et al., 
1991). This supports claims that frequent interpretations of transference should not be 
given (Crits-Christoph & Gibbons, 2002). However, the importance of the therapist 
holding awareness and understanding of transference in the therapeutic relationship, using 
this to support change of dysfunctional thought patterns is acknowledged (Beck et al., 
1979; Sanders & Wills, 1999; Wright & Davis, 1994).
Core beliefs
By seeking schemas and behavioural patterns that may have developed with previous 
significant relationships, the CBT therapist can assess for possible transference that may 
develop. This enables the therapist to both seek the client’s core beliefs and the effects they 
are having on the client’s behaviour in their relationships. Furthermore, it is stated that the 
therapist can then use particular interventions in an attempt to reduce any negative effects 
of transference on the therapeutic relationship, the client’s experience or outcome of 
therapy (Wright et al., 2006).
It has been suggested that if a core belief is evidenced to be influencing the therapeutic 
relationship positively, then it should be allowed to continue. Keeping firm boundaries can 
enable a therapist to avoid potential problems within the relationship. It has been suggested 
that such problems should be addressed if transference interferes with the quality of the 
therapeutic intervention (Wright et al., 2006). This may involve psychoeducation of 
transference and modification of automatic thoughts, schemas and behaviours. It has been
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stated that transference can create ruptures in the therapeutic relationship, which in turn 
can lead to unsuccessful outcomes and even early termination of therapy (Grant & 
Crawley, 2002).
The use of transference in cognitive-behavioural supervision
Consideration has been given to clinical supervision, suggesting that it allows therapists to 
explore feelings and responses to clients via their own life experience or supervision, 
teaching them “necessary skills” (Wilson, 1984). From the author’s clinical experience of 
both psychodynamic and cognitive behavioural supervision, she personally felt that in her 
psychoanalytic placement the focus was on issues of transference and the therapeutic 
relationship. Now in an lAPT service receiving cognitive behavioural supervision, her 
feelings as a therapist in relation to her clients has not been a key focus, rather how to 
deliver CBT and ‘doing’ is very much present.
In her person-centred year, the author worked in a school with adolescents and received 
psychodynamic supervision. She feels that consideration of the transference and counter­
transference carried a great learning curve as part of her professional development and is 
only too aware that she often develops maternal feelings in counter-transference to some of 
her clients. Using these experiences she strives to solidify her identity as a counselling 
psychologist. She has awareness that she is particularly drawn to the psychodynamic 
approach, which may have been influenced by a very containing psychoanalytic 
placement. Furthermore, in that placement she had a small caseload in comparison to the 
LAPT service. In this provision of therapy, she feels that although transference may be 
present, it is impacted by the duration of short-term therapy and her availability to reflect 
on the process in depth compared to long-term, psychodynamic work with fewer clients.
Whilst working in her first LAPT placement, the author brought the therapeutic relationship 
and specifically issues of transference to supervision. Her supervisor (a cognitive 
behavioural therapist) responded that he is not familiar with psychodynamic concepts, that 
the clients may not be appropriate for CBT and should be referred on to psychotherapy. 
Thus as a trainee, the author has reflected on this personally and in her own therapy with a 
counselling psychologist (who practices predominantly using the psychodynamic model). 
It has taken time for her to adapt to the change in modalities and structure of supervision 
from her previous placement. She has found it particularly helpful to use what has been
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termed her “internal supervisor” (Casement, 1985, p. 24) which through self-review has 
supported her in finding her own space as a counselling psvchologist=using_CB]l_It_has,
been stated that just as a musician plays music technically, this can be approached 
similarly in psychotherapy: “when a therapist is ‘making music ’ with a patient he should 
not be preoccupied with issues o f technique” (Casement, 1985, p. 39).
The role of CBT and transference in counselling psychology
It has been suggested that trainee therapists may hold concern that the development of 
transference within the therapeutic relationship will be interrupted in CBT through 
receiving client feedback and so may avoid it (Dobson, 2010). This may reduce 
transparency as a therapist. As a trainee, one can be in a vulnerable position, attempting to 
balance personal development, learning different theories and applying them to different 
practices and contexts as well as undertaking research. The author feels it is important to 
develop her own identity as an integrative counselling psychologist, whilst absorbing her 
training in CBT, developing her skills further.
Counselling psychology as a profession is reflexive and reflective with an adaptability to 
practice. Through bringing creative ideas (in particular with regard to transference and the 
therapeutic relationship) into therapy we can support the cognitive-behavioural model to 
continue to evolve (Fairfax, 2008). An analogy the author finds useful in application to 
CBT fi*om reflecting on her placement within a school is: Is the technique of doing a 
jigsaw with a child important, or is it the act of being with the child that is important - the 
interplay that it involves, spending time together, creating a therapeutic relationship? It is 
the latter that she feels will be paramount to any therapeutic approach undertaken.
Adopting an integrative theoretical framework allows the therapist to reflect on his own 
feelings within the therapeutic relationship and to respond accordingly. By articulating his 
reasons for drawing attention to the importance of transference within the relationship may 
prevent such issues becoming obstructive. Thus in both cognitive and interpersonal 
respects, this can allow us to make use of the therapeutic alliance and its impact on 
therapy, using a cognitive-interpersonal perspective (Safran & Segal, 1990). Furthermore, 
as counselling psychologists, taking a pluralistic stance towards therapy may allow us to 
meet the needs of each individual client, where what may be very helpful for one client, 
may be unhelpful to another.
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As an integrative practitioner, the author will be able to delve into person-centred, 
psychodynamic and cognitive behavioural modalities in meeting the needs of each 
individual client. It appears that in practising as a psychologist within the National Health 
Service (NHS) in the UK, the likelihood is that you will predominately be employed to 
deliver CBT. Certainly, the government supports the notion of CBT expanding to provide 
those in need with access to psychological interventions (Nel, 2009). Perhaps it is the 
responsibility of the counselling psychologist to support this notion by delivering CBT as 
intended, whilst using other skills to aid self-reflection and further understanding of 
formulations, in supervision and indeed collaboratively with clients. As counselling 
psychologists we also have a responsibility to continue contributing to current academic 
literature within the field, bridging any gaps that we perceive may need to be addressed. 
With regards to transference, it may be useful for counselling psychologists to explore 
what the concept means to us within our profession, rather than restricting this to meaning 
and conceptualisation of a different term when delivering CBT.
In conclusion, perhaps as counselling psychologists, we can take the opportunity to engage 
with CBT using a pluralistic approach to practice. The following statement feels 
particularly relevant to the author’s perspective and identity within the frame of 
counselling psychology:
A pluralistic standpoint holds that a multiplicity o f different models o f  psychological 
distress and change may be ‘true ’ and that there is no need to try and reduce these into 
one, unified model. . . . Different explanations will be true for different people at different 
points in time and therefore different therapeutic methods will be most helpful fo r  different 
clients at different instances (Cooper & McLeod, 2007, p. 6).
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Introduction to Therapeutic Dossier
This dossier contains work focusing on the therapeutic practice experiences undertaken 
over the last five years contributing to my training as a counselling psychologist. It 
contains details of the clinical placements, a description of the different client populations I 
have worked with and the nature of the supervision I received. Other professional activities 
and responsibilities undertaken during this time are also outlined, along with the impact 
this had on my developing competencies as a counselling psychologist. Additionally, my 
final clinical paper entitled ‘A search for meaning through ‘being with another’ in 
becoming a counselling psychologist’ shares with the reader the experiences contributing 
to both my personal and professional development throughout this journey. My journey 
has been greatly influenced by different contexts of therapeutic work including personal 
experiences, theory, research, supervision, personal therapy and client work, all which 
have contributed to my developed identity as an integrative counselling psychologist.
Placements
Throughout my training, which comprised learning designated theoretical orientations 
(person-centred, psychodynamic and cognitive behavioural therapy), I also undertook 
clinical placements. These included providing a counselling service working in an all girls’ 
comprehensive school psychotherapy; a psychotherapy outpatient department; Improving 
Access to Psychological Therapies (lAPT) services and a private practice consultancy. Due 
to personal circumstances I took an extended gap in completing my counselling 
psychology training. During this time I also completed the LAPT training at the Institute of 
Psychiatry, Kings College London, further developing my skills and understanding of CBT 
which complimented my integrative approach to counselling psychology.
Throughout my placements I have gathered experience of working with a vast range of 
client presentations including diversity in age, sexuality, culture, diagnosis, context and 
therapy offered. Further to this, I have developed experience in using psychometric tests, 
group work, couple and family therapy, psychological report writing, working in team 
settings as well as independently developing a thorough understanding of ethical 
considerations and policies. I have further supported my development as a counselling 
psychologist through attending, assisting and networking at seminars, workshops and 
conferences relevant to counselling psychology. I also took part in a British Psychological
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Society counselling psychology trainee writing competition and presented my research at 
conferences.
Over the past five years, I have received supervision fi*om both the university and 
placement by accredited practitioners. Log books have been documented within my 
training which track my development as a therapeutic practitioner, describing diversity 
amongst my client work, placement context, observational opportunities and activities. 
Client process reports were also written forming part of my assessment for each theoretical 
year of training.
Person-centred placement: An all girls’ comprehensive school counselling service
My first-year placement was in an all girls’ comprehensive school providing a newly 
established counselling service to pupils aged 11- 16. The service runs under the 
management of the special educational needs co-ordinator (SENCO) within the learning 
and development department in the school. Clients were referred to the service by teaching 
staff and seen either for the duration of the placement or for a short term piece of 
therapeutic work on a one-to-one basis or for group therapy. The group focused on 
enhancing self-esteem and was set up for six selective high achievers. Each session lasted a 
duration of 90 minutes. Although I adopted a person-centred approach to my clinical work 
during this year, I was also influenced by psychodynamic theory, receiving weekly 
supervision firom an external psychodynamic psychotherapist.
At the beginning of placement, I observed different classes run within the school and spent 
time with the child protection officer learning about school policies with regards to risk 
and pupils safety. I also ran a meeting between a parent and a senior learning support 
assistant prior to seeing the parent’s daughter for assessment of her needs.
Throughout the placement, I accommodated the school programme of events by being a 
flexible practitioner, adapting clinical schedules and therapeutic space to facilitate the 
existence and running of a counselling service within a school environment.
At the end of the placement, together with a fellow trainee, I developed a counselling 
psychology placement handbook for future trainees of the establishment.
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Psychodynamic placement: Specialist psychotherapy Department
My second-year placement was a secondary care psychotherapy outpatient department 
based within the National Health Service (NHS) offering long term individual analytic 
psychotherapy to adults and systemic family therapy to couples and families. Referrals 
were accepted from a range of professionals in psychiatric specialist services. I saw clients 
who attended individual therapy both on a short or longer term basis. I also saw couples 
and families within the family therapy clinic, where one or more member was diagnosed 
with emotional or psychological problems. Working in the family therapy clinic, I took 
either the role of the therapist or was part of the reflecting team. Family therapy clients 
were offered sessional appointments in blocks of three, with up to four weeks gap between 
each appointment. A maximum of 24 sessions was offered and each session lasted a total 
of 90 minutes.
I received weekly psychoanalytic supervision from a senior adult psychotherapist for all 
individual work and weekly systemic supervision from two family therapists.
Whilst at this placement, I had the opportunity to observe the family therapists working 
with their clients and also became involved in client case discussions, referrals and 
handover meetings between professionals within and outside of the service. I spent time 
contributing to the updating of the family therapy service information leaflet, developed 
my skills in writing client discharge summaries and documented change in client 
presentations of risk. During my time at this placement, the department underwent two 
location changes. I supported the team with the logistics of the department relocating, 
helping to move furniture, informing and supporting clients in the transition via telephone, 
letters and in person.
CBT placements: Improving Access to Psychological Therapies (IAPT) services and 
working within a private consultancy
The third-year placement was an improving access to psychological therapies (LAPT) 
service where individual and group cognitive behavioural therapy (CBT) is offered to 
adults over the age of 18. Psychometric questionnaires are used in this service to monitor 
psychological functioning. The scales used are: Work and Social Adjustment which 
assesses difficulties in functioning with work, home management, social and private
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leisure activities and relationships; PHQ-9 for monitoring depression; GAD-7 for 
monitoring generalised anxiety disorder and an LAPT Phobia Scale used to measure social, 
agoraphobia and specific phobia. Clients who score above nine on the PHQ-9 and seven on 
the GAD-7 are deemed to be suffering fi*om clinical symptoms and within this service, can 
be offered individual CBT. A score of four or above on the LAPT Phobia Scale indicates 
that the therapist should explore the extent to which a phobia is present and interfering 
with the client’s life.
Individuals can self refer for all therapies offered within the service or can be referred by 
their general practitioner (GP). Individual therapy takes place with clients on a weekly 
basis for 50 minutes. Groups offered are both interactive (well-being group for six weeks 
duration) or non-interactive (stress control group for a duration of eight weeks). Each 
group lasts up to 120 minutes.
I received weekly supervision from a senior cognitive behavioural psychotherapist for all 
therapeutic work undertaken. The clients I saw within this setting presented with variations 
of depression, anxiety, low self-esteem, anger and relationship difficulties. Clients were 
offered a maximum of 20 sessions, however my supervisor was flexible with this and I saw 
some clients for the duration of the placement.
Whilst at this placement, I had the opportunity to observe my supervisor working with 
three of his clients in three separate sessions. I developed my experience of working as a 
lone psychological therapist within a GP surgery and also worked within a busy lAPT team 
environment. I developed my skills in using psychometric tests, reading outcome measures 
and graphs and discussing professional issues or client cases, for example, handover of 
client referrals between professionals and services. Other placement activity included 
administration duties such as writing client discharge summaries and letters and 
documenting change in client risk.
Due to personal circumstances I took a break from completing my counselling psychology 
training. During this time I completed the LAPT CBT training and worked within a second 
LAPT service. I further developed my CBT skills and experienced the differences of lAPT 
services between National Health Trusts (for example, diversity in client presentations and 
limited sessions offered).
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My final placement as a counselling psychologist has been working within a private 
consultancy receiving self referrals or referrals sourced from national specialists in CBT. I 
have seen clients for one-to-one therapy for anxiety, depression or interpersonal related 
difficulties. Working within this context has enabled me to work independently, adapting 
CBT flexibly within my approach as a counselling psychologist. Receiving supervision 
from psychologists specialising nationally in CBT has supported my ability to integrate 
CBT with other theoretical models used.
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Final Clinical Paper 
A search for meaning through ‘being with another’ 
in becoming a counselling psychologist
Introduction
This paper encapsulates my journey in becoming a counselling psychologist as a process of 
uncertainty, confusion, struggles and difficulties punctuated by breakthroughs and 
successes. Nearing the end of my training, one of the most important learning curves that I 
can use to inform my clinical practice, is the personal meaning-making aspects of one’s 
experiences. This journey will continue as I develop further as a qualified practitioner.
Prior to training, I worked within an assertive outreach team and a specialist psychology 
department as an assistant psychologist. As part of a multi-disciplinary team, I gained 
experience of working closely with vulnerable adults severely debilitated by their distress. 
Person-centred skills (Rogers, 1999) were vital in developing a therapeutic rapport and I 
wanted to refine my psychological skills to better support these individuals. I had been 
deeply touched by their journeys, through which I learnt much about the unique 
phenomenological experiences they each faced.
Working alongside counselling psychologists enabled me to further learn the importance of 
the therapeutic relationship and process within psychological therapies. This was a 
discipline of psychology in which I thrived, giving me an insight into the use of theoretical 
models other than cognitive behavioural therapy (CBT). Acknowledging the primacy of 
the therapeutic relationship in supporting an individual to make positive change resonated 
with my own viewpoint. It allowed me to consider not only different theoretical 
orientations, but also the research evidence base available in informing my professional 
development as the counselling psychologist I wanted to become. I yearned to learn about 
other psychotherapeutic perspectives and theoretical approaches and wanted to capture the 
idiosyncratic meaning-making individuals placed in their therapeutic encounters through 
qualitative methods.
I now have the flexibility to use differing theoretical approaches (namely person-centred, 
psychodynamic and CBT) in guiding clients through a process of developing meaning-
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making through self-discovery. This will be explored as I describe my own journey in 
training.
A transition of embracing ‘Otherness’
Embarking on this training led to various transitions. Sport was a great social outlet for me 
and an opportunity to express and vent myself physically. As a full-time professional 
athlete in kayak racing, I developed a curiosity to explore and obtain a deeper meaning and 
purpose through connecting with another, making meaning of ‘Otherness’. I desired more 
than personal achievement through being an athlete. At times I felt internal pressure and 
ambivalence to my split dedication between a self-focused athletic career and the passion I 
had developed to help others therapeutically.
Experiencing frequent episodes of tonsillitis, my therapist interpreted this as my difficulty 
to vocalise struggles and that these words had become lost, stuck in my throat. This linked 
with Freud’s view that somatic symptoms can parallel a communication of the psyche -  the 
body speaks where words cannot. Choosing to focus my efforts on my ambition of 
becoming a counselling psychologist led to a transition from an identity which felt self­
focused to one that could make use of the self in connecting with another, creating two 
separate others, alone together in a therapeutic relationship.
Through my own personal therapy, the process of meaning making has been a crucial 
learning experience. I have gained insight supporting my understanding of the therapeutic 
relationship -  of ‘Otherness’ as both the client and therapist in a shared encounter and of 
different theoretical models that can be used to support this process. This, I believe, is 
paramount to the success of therapy. A quote by Rogers (1999, p. 32) feels particularly 
pertinent to my development:
[I] n my early professional years I  was asking the question: How can I  treat, or cure, or 
change this person? Now I  would phrase the question this way: How can I  provide a 
relationship which this person may use for his own personal growth?
This allowed me to consider whether it is the relationship that acts as a change agent in a 
search for meaning-making. I became curious as to why the relationship plays such a 
significant part in the work we do as counselling psychologists. This led me to consider the 
meaning-making of what a relationship is and what it means for each individual. At this
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stage I believed it allowed for a nurturing transitional space in therapy. Whilst Rogerians 
portray the therapeutic relationship as neutral, I began to question the way we, as 
counselling psychologists, provide a therapeutic relationship -  Do we provide this or does 
the patient construct it? Each has a different impact on clients -  both of which are not the 
same. I developed an understanding that the way in which each client uses and makes 
sense of a relationship is unique. Additionally I learnt and acknowledged that different 
theoretical approaches to therapy do not necessarily fit with all clients.
A developmental process in ‘meeting’ the client
Adopting a collaborative and transparent approach, I wanted to develop compassion for 
clients through reaching them beyond the pathological diagnosis they may have been 
given, gaining a greater understanding of their personal meaning-making through a non- 
judgemental lens. What is meaningful to one person may be constructed differently to how 
another creates meaning. Impingements of structure and external reality on ‘meaning’ were 
highlighted. This introduced political challenges we may face as counselling psychologists, 
which to some extent, may dictate or influence provisions of therapy made.
My placement, a new service for students in a school, allowed me to consider 
developmental differences of my clients (11-16 years) and experience how this may impact 
therapy. I learnt effective means of creatively engaging clients therapeutically using 
aspects of play therapy. One client found it easier to share her experiences, using drawings 
to develop a narrative. Working with this client group allowed me to consider and find 
difference in meaning-making in therapeutic relationships developed through creative 
means of therapy as opposed to just words. Thus I found myself having additional ways to 
enhance different relationships with clients.
My interest in how music can be used therapeutically was reinforced at this time with a 
client who began or ended our sessions by singing a song. At this stage in my training, I 
was unsure if it was ‘right or wrong’ to allow this. I sensed that her songs told a story 
representing her experience, but she denied any parallel between their content and her own 
life. This appeared to support the words of Symington (1986, p. 24) in explaining the 
therapeutic process: “That which is in-between can never be possessed”. The songs 
created commonality that we could both identify with, yet the meanings we attached to it 
appeared to be different and the musical elements intangible. I can now appreciate that
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through following her in this process, I gave her the space she needed and a relationship 
which was different to her experience of the conventional school setting. Importantly I 
discovered for the first time ‘what works’ for me as a therapist. This was an early 
experience in my training where I encountered a powerful Winnicottian conceptualisation 
of transitional space, of the way we learn to separate and develop a sense of ‘self.
Tallulah (see first process report) was an adolescent who worked with me throughout the 
academic year. At our last session, she said “I  don V like goodbyes, I  won't say goodbye, 
but I I I  say I I I  be seeing you”. This could represent that she was holding me internally as 
an object, her nurturing therapist and her therapeutic experience in mind. The value of a 
positive relationship reaching its end was discussed. Tallulah had developed ability and 
resilience to difficulties she faced and was now able to transfer her learning to other 
relationships. This case study allowed me to experience, as a therapist, the importance of 
preparing for endings in therapy. Together we had formed a connected bond within the 
therapeutic relationship (which Freud refers to as Eros) inside the school setting that she 
was able to tolerate. I have been able to reflect that my identifying with maternal 
transference (for example, Budd & Rusbridger, 2005) to clients was paramount in this 
setting.
In this person-centred year I felt a need for direction firom the approach to feel secure that 
what I was doing was ‘right’. This introduced me to the process of staying with my own 
anxiety and uncertainty within therapy. Additionally, I sought encouragement from 
literature exploring the therapeutic relationship:
“The large number o f theories claiming to have grasped the essentials o f psychological 
functioning provide prima facie evidence that no one theory is correct” (Polkinghome, 
1992, p. 158)
Clients can use and tolerate different aspects of a relationship. They each have different 
personalities and the relationship is not the same for each of them. Hence it makes sense 
that this can also be applied to the use of different theories and approaches. Continuing to 
develop an interest in the use of creative means to support therapeutic change, I considered 
how this process may form a third element within the therapeutic relationship, binding the 
two individuals together. Interestingly, it can be argued that theories of ‘third terms’ such 
as Lacan’s (2006), tend to see the third as interrupting the duo, cutting through, allowing
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separation and an extra dimensional perspective. In Winnicottian theory, this could be 
viewed as a father observing the mother-child relationship. Lacan further views that more 
is needed than a mother-child relationship to disrupt and provide a new perspective. The 
father provides ‘Otherness’ to the mother-child duo.
This aspect of a third element in the relationship links to my research exploring the 
therapeutic use of music in therapy. Music acts as a shared entity, yet is also separate. Thus 
it is both an additional, separate duo (music-client relationship) and provides a third 
dimension, creating a triangle (music-therapist-client) and music as a ‘^co-therapist’.
There were occasions where I felt that a more directive, yet collaborative structured 
approach (such as CBT) could have better met the needs of some of my clients. For some 
there appeared a need for similarity to the school environment, whereas for others there 
was a need for difference within a therapeutic relationship. This opened up my curiosity 
for a pluralistic approach to therapy, which I was yet to explore further. Different clients 
have different interpretations and meanings of similarity and difference; closeness and 
distance.
Working within a school setting providing psychological therapy highlighted professional 
issues and ethical dilemmas, for example, privacy and boundary issues, the need for client 
confidentiality and remaining client-focused.
It was important for me to be flexible and integrate as part of the school whilst also 
keeping separate, therefore remaining impartial to certain school activities and keeping my 
client-working relationships in a contained therapeutic environment. Within this setting the 
different relationships I held presented me with a dilemma of how ‘Other’ to be.
Finishing this placement I lost confidence and self-belief, feeling powerless to fully 
overcome some of the contextual issues encountered. This experience evoked my tendency 
to be self-critical, used as evidence reinforcing my belief system, for example, my internal 
script (Berne, 1961), negative assumptions and core beliefs (Beck et al., 1979). I sought to 
recover this loss of self-belief, further exploring my view of the world in my search for 
meaning. Like competing in a race, the athlete in me held a focused mindset, wanting to 
get to the finish line as soon as possible, winning my goal.
' This term is used by a participant in the research report entitled ‘The therapeutic relationship in music 
therapy: An interpretative phenomenological study o f music therapists’ perspectives’
58
The second year placement: A “good enough” experience (Winnicott, 1971)
Although contextual difficulties were encountered during my secondary care 
psychotherapy placement (uncertain future as a service and twice relocated), I gained a 
great learning experience from a team of supportive experienced practitioners.
I was fascinated by the theories and experiences I encountered working with a 
psychodynamic and systemic approach to therapy. The latter introduced an opportunity to 
experience more than one relationship in the therapeutic encounter and allowed me to feel 
engaged in a team approach once more. I developed in confidence and enjoyed working in 
a National Health Service (NHS) setting again. I further thought about my own 
contribution to the therapeutic relationship, considering how this may emerge through 
issues of transference and counter-transference.
This placement and theoretical year seemed to particularly resonate with Winnicott’s 
(1971) example of a "good enough” experience where I felt contained in a supportive 
"holding environment”. Searching for structure and meaning in my training, I had found a 
good fit, a "good breast” (Klein, 1975). I was presented with rules, theory and knowledge 
that I could use less anxiously (like the Lacanian master -  the one who has the answer) and 
a structure that contained me (Bion, 1962). Developing a mother discourse, I questioned: 
What about the father (the third) in the relationship? Am I looking for the father who can 
do a better job here or in a different way? What is missing? What about the place of the 
father to fill the classical role of providing, for example, discipline and authority? These 
questions allowed me to consider my own approach and standing as a therapist: If I am 
providing nurture, is that always helpful? Is it what clients need or want? What about the 
third in the therapeutic relationship? This difference linked to a connection I had developed 
with music that I wanted to understand. Music allowed me a space for self-reflection, 
embracing my emotions and experiences at a deeper level without the need for words.
Learning to ‘be with’ in a different modality
My third-year placement took place in an Improving Access to Psychological Therapies 
(lAPT) service offering short-term psychological therapy for mild-to-moderate mental 
health difficulties. I found using CBT challenging to engage with as I felt the use of
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diagnostic labels and limited number of sessions available could be restrictive to a client’s 
overall therapeutic experience. However, this allowed me to consider the question: How 
long do we need to help clients make meaning and how much do diagnoses foreclose 
meaning-making? To some clients this could be validating, whilst to others alienating. 
Where did this fit within a counselling psychology fi*ame? CBT further supported my 
understanding and self-awareness into my own negative automatic thoughts, assumptions 
and core beliefs (for example. Beck et al., 1979).
Exploring the relational aspect of CBT and how this model could fit within my identity as 
a counselling psychologist, I focused my CBT essay on exploring the therapeutic 
relationship using this approach. I began to understand how meaning-making could be 
enhanced using third-wave models (for example, Gilbert, 2014). I developed compassion 
for difference in the meaning clients take from their socially constructed experiences and 
relationships, whilst supporting them to take ownership for change. I had developed an 
approach of de-pathologising mental health (Strawbridge & Woolfe, 2010) and a 
therapeutic relationship of ‘being with’ a client in a search for meaning and therapeutic 
change. To me, CBT appeared to be medicalised in its use of diagnoses (APA, 2000), 
protocol-driven, adopting a ‘one size fits all’ approach and lacking insight into the 
importance of the therapeutic relationship. However in hindsight, as will be discussed later, 
I could appreciate that CBT does allow for meaning-making and utilises this in exploring 
how such meaning can be misinterpreted, skewed and unhelpful. Through ‘being with’ a 
client in a search for meaning, I can use CBT relationally to guide them through self- 
discovery in becoming a functional being.
Keeping in mind the corrective-emotional experience of Winnicott and the container of 
Bion, allowed me to consider whether it is enough to provide a client with what they have 
never had. I became curious as to why CBT works for some but not for others and 
developed an understanding that people have different relationships with care. For 
example, it is possible that an approach focused on immediacy and intimacy of the 
therapeutic relationship may not always be helpfiil for a client who is unable to tolerate 
this.
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What remained paramount for me is the importance of the therapeutic relationship, the 
meeting of two individuals on a shared, yet different journey. In considering what works 
for whom and how this could be decided, Rogers’ core conditions of the therapeutic 
relationship based on empathy, warmth and unconditional positive regard remained 
essential ingredients to my approach (Rogers, 1961). I continued to consider how other 
mediums can be used to connect with and support a client to reach therapeutic change.
“As far as we can discern, the sole purpose of human existence is to kindle a light of 
meaning in the darkness of mere being” (Jung & Jaffe, 1962, p. 362)
I began to view CBT as a ‘being’ -  I desired to develop a further understanding and 
appreciation of the therapy it is, whilst not wanting ‘it’ -  this approach, to define me as a 
therapist. This in itself was a powerful position I was placing the model in. I wanted to 
develop my competencies in using this approach and so applied for CBT training posts, 
commencing after the third-year viva. I believed that to further challenge and explore my 
assumptions and uncertainties of CBT, I needed more time to consider how this approach 
could compliment my skill-set as a counselling psychologist.
Devastated at being unsuccessful in the final viva resulted in me submitting a new 
interpretative phenomenological analysis (IPA) research piece and Final Clinical Paper. 
Resolutely determined, I searched for my inner strength and used this time to positively 
develop in all aspects of my training. This not only aided my growth as an integrated 
practitioner but, simultaneously, contributed to my own integration. Engaging with my 
research, I gained a deeper understanding and appreciation of the importance of including 
‘Otherness’ in therapy which I was keen to promote.
My journey continued; I needed to process what had happened and regain my self 
confidence and passion to succeed. I pursued an opportunity to complete the lAPT CBT 
training. Considering how CBT fits within my identity as an evolving counselling 
psychologist was an important stage in my professional development. Enhancing my 
knowledge of CBT, practical skills and techniques supported my understanding of how I 
can embrace the model in meaning-making. Using Socratic questioning, I learnt that I 
could support my clients to explore the idiosyncratic meaning given to their experiences 
which informed their belief system. Using an internal narrative, I expanded my 
understanding and formulation of a client’s difficulties using more than one theoretical
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conceptualisation. I now saw my extended journey as complementing my progression and 
knowledge, in a continued search for meaning that could be applied with flexibility to 
theory:
‘‘Every interpretation reflects a theory, every interpretation is embedded in a meaning 
structure; the more theories, meaning systems that he has available the better” 
(Symington, 1986, p. 48).
Searching for meaning through the therapeutic relationship in CBT
My fourth year of training was working in a second lAPT service within a different NHS 
trust, giving me further insight into how such services differ dependent on locality. Faced 
with political dilemmas such as funding issues and meeting targets, led to a restricted 
number of sessions allocated to clients limited even further than NICE (National Institute 
of Clinical Excellence) guidelines recommended (for example, NICE, 2010). I experienced 
clients who did not always understand fundamental emotional concepts; clients who 
struggled with aspects of CBT tasks that involved reading and writing and clients who 
could not speak English. Working with diversity, interpreters introduced a third 
relationship in therapy. Similarly to the school setting, this alerted me to how the search for 
meaning can be impaired when clients do not understand feelings or words.
A deeper insight into CBT was gained, which I found to be particularly useful when 
working with anxiety, yet I still struggled with aspects of its approach. For example, I 
found that standing to use a whiteboard to draw up an initial formulation could create 
distance in the therapeutic relationship. I sought to overcome this through enhanced 
collaboration, focusing upon it as a task that client and therapist could actively do together. 
Working with individuals experiencing anxiety (for example social anxiety), I realised how 
the first meeting in the assessment session could potentially present as a socially dangerous 
scenario to a client. The process of developing trust and a rapport in the therapeutic 
relationship within CBT was used to enhance therapeutic change, for example, actively 
supporting clients in session with behavioural experiments used to disconfirm unlielpful 
beliefs. I also learnt more about the use of structured agendas and goal-setting within time- 
limited therapy, in addition to using psychometric tests to inform the therapeutic process 
and evaluate therapy.
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What was reinforced to me was that this way of working could suit some clients, yet for 
others CBT was not the best fit. Meeting other counselling psychologists provided me with 
a further support network. Together we explored how CBT could fit within our approaches 
and ethos as counselling psychologists, encouraging diversity amongst research and 
validating ‘Otherness’ within therapy.
During this time, my family received devastating news. My mother had been diagnosed 
with breast cancer and underwent chemotherapy. Being faced with my mother’s diagnosis 
was a great shock and made working with people experiencing anxiety and depression 
difficult. It was an emotional struggle seeing her physically incapacitated by her treatment. 
With our roles reversed I now needed to support my mother. This led me to identify a need 
for my own self-care, taking extended time away from completing my training as a 
counselling psychologist, to be with my family at this difficult time.
Working within LAPT, one case in particular stays with me. I was seeing a lady 
experiencing health anxiety. One of the beliefs she held was that she had breast cancer. I 
brought this case to supervision, fearing that I would break down in front of my client, 
unable to cope with her presenting difficulties due to the parallel of my mother’s health. 
Role play in supervision helped me to develop my skills and self-awareness in the 
therapeutic process. I learnt I had the professional ability and resilience to be able to 
separate my own personal circumstances from those of my client. I was able to use CBT 
within a supportive therapeutic relationship whilst not providing reassurance (enacting 
safety behaviour) to my client and acknowledging (whilst not self-disclosing) the 
uncertainties and realities that we do not have control over. Supervision enabled me to 
learn that I did not always need to relate to the cause of clients’ difficulties through 
emotionally identifying with their experience. Additionally, this would not be sustainable 
practice in meeting the demands of a busy NHS setting and could lead to my burnout. I 
learnt that through assuming similarity and sameness, I may not take into consideration 
difference and consequently, could miss an opportunity to validate the unique quality of 
each individual’s experience.
Having developed my experience, I can reflect there are still tensions I encounter with 
CBT, particularly in its use with cases of low mood. CBT for depression is not always 
provided as it has been designed. For example, in one of my lAPT placements, session 
numbers were cut from 16-20 to below half what is recommended (NICE, 2010).
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Furthermore, my view is there can be a lack of focus upon the therapeutic relationship as a 
part of the process. However I can appreciate that this does not reflect the experience of all 
of my clients with whom I have adopted this approach. This highlights caution to practice 
solely dictated by the ‘evidence base’ and ‘diagnoses’. I questioned: What happens when 
we ignore these? Are we doing worse than nothing? For me, the catalyst is the therapist 
and the relationship they have with their client.
It has, however, been important to consider differential and trans-diagnostic difficulties 
and presentations, for example, self-harm can be a feature of personality disorder although 
not an isolated aspect. This has enabled me to develop my assessment skills in recognising 
and considering overlapping symptoms in eliminating co-morbidity and monitoring risk. 
Certainly it can be argued that in primary care settings clinicians are more frequently 
working with some individuals better suited to secondary care. Such examples are 
difficulties of enduring relationship problems or personality difficulties which are not 
always deemed suitable for secondary care. This reiterates political issues amongst 
services, in addition to providing a theoretical approach to meet each client’s needs as 
appropriate. This has been discussed by Cooper and McLeod as enabling respect for 
‘Otherness’ through the use of pluralism:
"Pluralism, then, is not just an epistemological position, but an ethical and political 
commitment to respecting, valuing and being inclusive towards Otherness: other 
worldviews, other counsellors and psychotherapists and ... respectful to our clients
(2007, p. 136)
Clinically what is relevant is our meaning-making of clients’ difficulties which becomes 
crucial as it may not always match that of the client. Furthermore, this has allowed me to 
consider: If we truly treat another as Other, can we claim to have any shared meaning? 
This links to the entwined nature of the therapeutic experience being shared, yet different 
at the same time.
A changed direction -  finding clarity in the counselling psychologist I have become
Continuing my training brought with it a different, changed journey. I started with a cohort 
of peers and was now further developing my independency, yet carrying the support of 
others, a further example of how I have made meaning of ‘Otherness’.
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My final placement within the private sector has been an excellent opportunity to develop 
my competencies in delivering CBT as a counselling psychologist. I have developed my 
understanding that striving to emotionally feel what my clients have experienced is not 
always necessary to capture their phenomenological viewpoint. For example, when using 
CBT, clients may come for support in developing skills and techniques to overcome their 
difficulties. Their idiosyncratic interpretations can be distorted, triggering the maintaining 
factors of their problems experienced. Therefore they may be viewing events through a 
clouded lens. Thus in CBT, guided discovery is used to enlighten clients of their unhelpful 
thinking styles and behaviours maintaining their difficulties experienced.
From a psychodynamic perspective, enabling a client to develop their relationship with 
themselves can bring insight into their unconscious motives and defences. This can be 
understood using theoretical modalities that are different and separate in their language and 
concepts. Psychoanalysis questions an answer rather than finding a new truth, allowing us 
to even question this notion. This allowed me to consider: Is .therapy as simple as 
unmasking the truth? Psychoanalysis acknowledges deep-rooted beliefs as coming from 
early experiences that drive our thoughts. Contemporary psychoanalysis separates this 
notion of truth. CBT believes such experiences are conscious or if not, they do not 
necessarily need to be brought into awareness for therapy to be successful. Thus different 
theoretical models can be connected in a way that complements the overall therapeutic 
approach, providing considerations of depth in understanding and meeting the client. To 
provide an example of such an instance in therapy, a new client presented in a fragile, 
detached way relationally. She appeared to hold defences against any exploration of 
dysfunctional patterns engaged in, in the outside world or ownership of her needing to 
change. It was important to develop a therapeutic rapport and to curiously question how 
her difficulties had brought her to therapy, exploring the associated beliefs that lay 
underneath her difficulties experienced.
I explored how my client constructs relationships, the meaning she attaches to them and 
how her experience of relationships outside of therapy may transpire within our therapeutic 
relationship. Developing our relationship enabled me to begin integrating CBT techniques, 
exploring how the meaning she attached to relationships informed her thoughts and 
behaviours leading to her emotional state. As I have developed my experience, I have been
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able to consider how CBT works with difficulties that psychoanalysis does in the 
unconscious without words.
As I approach the end of my training, the following statement reflects my perspective and 
demonstrates the philosophical viewpoint I hold towards pluralism:
“. . . . Different explanations will be true fo r  different people at different points in time and 
therefore different therapeutic methods will be most helpful for different clients at different 
instances ” (Cooper & McLeod, 2007, p. 6).
The challenge is working out what works for whom. I have had the flexibility of exploring 
theories, complemented by the experience of having found my own way within therapy in 
the role of the client. Interestingly, I can still ask the question: How much of this learning 
was the approach and how much was the relationship I had with my therapist? I still come 
back to the essential role of the therapeutic relationship.
Conclusion
Becoming a counselling psychologist has enabled me to be informed by differing 
theoretical approaches and how they can complement one another. Through developing my 
internal supervisor (Casement, 1985), I have discovered that my intuitive feelings 
experienced when with a client and issues of transference are important indicators of the 
therapeutic process, regardless of the theoretical model I am following. I can understand 
this represents my continued exploration, whereby I can use a model to aid understanding 
in myself and then apply skills as the therapist I want to be.
In my own search for meaning, I have developed not just as a therapist in supporting my 
clients through therapy, but also in my own personal process and identity as a counselling 
psychologist. Whilst I have preferences to particular approaches, spending the time to 
explore these further has been crucial. Lying at the heart of counselling psychology is the 
nature of ‘being with’ the client (Strawbridge & Woolfe, 2010) as a separate person in a 
shared experience, on a journey in a search for meaning through which a client can reach 
therapeutic growth and change.
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I have learnt how essential the therapeutic relationship is for therapeutic change. 
Questioning theoretical approaches has aided my professional development, yet I can 
appreciate how they can be interchanged in therapy. I view this as a positive, enlightening 
and on-going experience.
"There are times in life when the question o f knowing i f  one can think differently than one 
thinks and perceive differently than one sees, is absolutely necessary i f  one is to go on 
looking and reflecting at all” (Foucault, 1985, p. 8).
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Introduction to the Research Dossier
The research dossier contains three pieces of research undertaken as part of the Practitioner 
Doctorate in Psychotherapeutic and Counselling Psychology. Additionally, two conference 
papers and one poster I have presented resulting from this research are displayed at the end 
of the dossier. The presentations were altered to meet the requirements of the particular 
presentation, audience or conference in question. The original background colour of the 
presentations has been omitted for ease of reading.
The research focused upon gaining a deeper understanding of the therapeutic use of music. 
The dossier starts with a literature which explores the relational and meaning-making 
aspects of the therapeutic use of music. This is followed by a report where I present a 
qualitative research study exploring therapists’ perspectives of the therapeutic use of music 
which was analysed using template analysis. The second research report presents an 
interpretative phenomenological analysis of music therapists’ perspectives of the 
therapeutic relationship in music therapy.
70
Relational and meaning-making aspects of the therapeutic use of music:
A review of the literature
Music therapy (MT) is an intervention that uses the qualities and experience o f music and 
the therapeutic relationship to bring change and well-being to an individual Literature 
demonstrates therapeutic and healing qualities o f music for physical health difficulties and 
as a form o f interaction and self-expression with the support o f the therapeutic 
relationship. This literature review aims to consider the research currently available 
concerned with relational and personal meaning-making aspects o f the therapeutic use o f  
music. Future research appears vital to capture the experience and meaning placed on the 
use o f music and the therapeutic relationship in music therapy. This could be o f  academic 
and clinical use to psychotherapeutic practitioners who may be able to learn from possible 
transferable qualities o f music to aid practice. This could also bridge a gap in 
communication and shared knowledge between music therapists and psychotherapeutic 
practitioners more generally.
Keywords: Music therapy, therapeutic relationship; meaning-making; experience; change.
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Introduction
Music is a third step in the therapeutic relationship which carries part o f the unbearable 
burden o f emotions, making some o f them more acceptable by sublimation to a musical 
creation. The music says: ‘Listen, these emotions can be expressed and borne together’. 
You can even play with them (Priestley, 1983).
Exploring the use of music therapeutically is of relevance due to the innate musical 
qualities aiding communication even before birth, whilst in utero. This literature review 
will consider the relational and meaning-making aspects of the therapeutic use of music. 
Music viewed as a basis of a therapeutic relationship can act as like a pebble thrown into 
water with a rippling effect all around it, impacting the external environment and all 
subjected to it -  namely the therapist and client.
An in-depth account of music therapy (MT hereafter) will be explored, reviewing the key 
aspects and relevant literature of the effectiveness, theoretical orientations and therapeutic 
interventions using music. How this could inform clinical practice and research will be 
reflected upon with specificity to the possible transferable qualities music may hold, not 
only to MT, but to psychotherapy more generally. This may be of particular interest to 
counselling psychologists, who tend to view the paradigm of the therapeutic relationship as 
T-Thou’, in considering how this may be different when music is brought into the 
therapeutic space. This could introduce comparisons of music to verbal language whereby 
counselling psychologists may be able to learn from what role music plays in MT. This 
also highlights theoretical differences between the one-to-one therapeutic relationship and 
music creating a triangle in the relationship, as a third term, moving away fi'om a one 
dimensional aspect. In psychoanalysis this is known as the Oedipal triangle. Bringing 
consideration of the third into the counselling psychology relationship is radically different 
and not imagined as it may be concerned in theory. Bringing music into the therapeutic 
relationship in MT is a given, however counselling psychologists could learn from this 
discipline how music is utilised, producing shared knowledge. This paper will look to 
understand why MT is a successful form of psychotherapy and then how this is so, 
reviewing relevant literature^.
 ^The structure o f this piece has followed guidance outlined by a paper entitled ‘Writing a narrative literature 
review’ (Baumeister & Leary, 1997).
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The historical development of MT
Music is described as any “vocal, instrumental or mechanical sounds that have rhythm, 
melody or harmony” (Allen, 2003, p. 914) and has been recognised for its universal 
therapeutic and healing qualities dating back to ancient history (Gouk, 2000; Hordern, 
2000; Tyler, 2000). Music is used emotionally and socially, yet is not dependent on 
musical skills. It is a relatively new and modem approach to psychotherapy.
MT has been defined as "a systematic process o f intervention wherein the therapist helps 
the client(s) to achieve health, using musical experiences and the relationships that 
develop through them as dynamic forces o f change” (Bmscia, 1998, p. 47).
MT developed in the UK in the 60s and 70s through work with children under special 
education and within hospitals. It aimed to meet the whole child, translating their needs 
musically to the outside world:
...it should help to discover or exploit to the fu ll any ability the child may possess in 
various fields, not necessarily in music...The child’s individual response to music very 
often reveals a non-musical need and shows how he [or she] can be reached and helped” 
(Alvin, 1978, p. 3-4).
MT has two distinctions uses. Firstly for its healing qualities, for example vibroacoustic 
therapy and recorded music for physical health complaints and illnesses (Skille & Wigram, 
1995; Standley, 1995) and by tribal healers using chants and songs to cure and bring 
harmony to the individual. Secondly, MT can be used for interaction and self expression 
within a therapeutic relationship.
Thus music can be used in separate norms creating separateness and difference in how its 
form is used. Music can be brought into therapy, or therapeutic elements can be connected 
with music highlighting stmctural difference. This brings an additional notion of 
understanding how music can be used as a symbolic language to converse, aiding 
communication (serving the same role as verbal communication) and the role music may 
take in the therapeutic relationship, which may be of use to contemporary counselling 
psychologists. It could be beneficial for counselling psychologists to consider how well 
music forms a third element in the relationship facilitating a musical language. Infants
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learn how to merge and separate in relationship with their primary caregiver, to which the 
literature will now turn.
Musicality in the infant and developmental psychology
Child developmental psychology and psychobiology research has explored the innate 
qualities of musicality (Trevarthen & Malloch, 2000). Infants use sound as their first form 
of communication, expressing their need for care (hunger, soothing, and sleep) and 
relationship by using pitch, timbre, rhythm, intensity and melody. Trevarthen and Malloch 
(2000, p.3) term this “communicative musicality”. Malloch (2009) uses this term to refer to 
meaning or intersubjectivity evoking emotional expression and felt sense in relationships. 
Without this early musical communication, emotional and cognitive development can be 
impacted .This organisational function of music transfers in becoming a key feature of MT.
Studies on infants highlight musical communication throughout the lifespan which creates 
and shapes meaning to relationships: “The universal features o f human musicality, its 
timing, emotive expression and intersubjective sympathy, are clear signs o f innate motives, 
and music functions everywhere as a primary motivating force in human lifé'’ (Trevarthen,
1999, p. 173). This is further described as a “dance o f well-being” (Trevarthen & Malloch,
2000, p. 3) that can be observed through physical and verbal gestures and expressions that 
create an orchestrated symphony of sound. Indeed it is the regular and organised function 
of emotion that creates an infant’s ability to develop and experience meaning in a 
relationship.
Research into experiences bringing change in MT has been developed considering the 
impact of improvisation. This has highlighted the importance of music in helping children 
who found engaging in a relationship either difficult or impossible (Nordoff & Robbins, 
2004). Improvisation with children has been found to positively alter their affect and 
behaviour supporting them to experience and develop an ability to self-regulate, build 
healthy attachments and an ability to play (Robarts, 1998, 2003).
Physical responses to music appear to correlate with the association to emotional response 
(Cacippo, et al., 1993; Krumhansi, 1997; Sloboda, 1991, 1992). Sharing a basic beat is 
considered crucial to the MT relationship in supporting development of the child’s ability 
to play and relate with others. Developmentally, the beat serves as an organisational 
function creating mutuality or empathy just like the intuitive infant-mother communication
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(Trevarthen, 1980, 1999). MT can help to bridge the loss or unstable organising function of 
empathy, can support interpersonal and inter-musical relationships and find meaning in 
relationships in clients experiencing emotional dysregulation (Condon & Ogston, 1966). 
Through the MT therapeutic relationship a connection can be formed accessing a client’s 
intrinsic musicality to better understand the individual.
MT enables a child to realise they can be separate from their mother and engage in 
different ways. Allowing parents to see the connection their child makes with music can 
give them insight into its transferable qualities to outside the session. A child can 
experience being, and being with, and a sense of ‘connectedness’ through relating and 
integrating with others, developing their capacity for self regulation.
The musical components of rhythm, melody and tone form the basis of relating to one 
another in a therapeutic relationship. In everyday verbal communication we use and make 
reference to our experience of self in evaluating our relationships: ‘on the same 
wavelength \ ‘in tune describing a ‘harmonious ’ meeting, feeling ‘o ff key \  or informing 
someone that they don’t ‘sound’ themselves today. Whilst being metaphorical forms of 
communication, these references also hold emotional, musical and physiological realism. 
Voice can be used to create a musical language representing emotional or physical states to 
enable increased connectivity with one’s self and the other. Thus the musical elements of 
therapy can also be applied to the tone of speech in verbal psychotherapy -  concepts that 
counselling psychologists may not typically utilise. Interestingly, song-writing has been 
found to enable some individuals to express thoughts more easily through lyrics as 
opposed to words only (O’Callaghan, 1995). This appears to combine verbal and musical 
elements of communication together. Such shared commonalities may thus be fruitful in 
exploring how MT and verbal psychotherapy can be connected, complementing each other 
through shared knowledge.
The therapeutic relationship in MT
Poiein means ‘to make or construct’ in Greek and forms the route of the word ‘poem’. 
‘Poem’ has been likened to the therapeutic relationship and change that occurs in the 
process impacting both the therapist and client (Robarts, 2006), using creative skills to 
create meaning. In every therapeutic relationship, the “musical edge of therapeutic 
dialogue” has been used to capture subtleties of timing, intensity, voice, intonation and
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pauses (Knoblauch, 2000). Listening to the self becomes a felt experience and has been 
described as “poietic processes in music therapy” (Robarts, 2000, 2003; cited in Robarts, 
2006, p.255) constructing, creating and recreating that offers an ‘experience near’ way 
evaluation of therapeutic change.
Music therapists have a musical repertoire of skills and experiences and in addition to a 
therapeutic relationship, use these to learn and formulate about music created by the client. 
In response to the client’s needs, the music therapist will be able to use their skill set to 
respond musically (Damley-Smith & Patey, 2003). Using person-centred skills to listen, 
the music therapist is receptive to the therapeutic space and relationship, open to what is 
shown to them by the client.
Through allowing the client to lead with music, the therapist follows by listening to the 
rhythm, finding a way to musically connect with them. MT makes room for imaginative 
creativity. As with other psychotherapies, the therapeutic relationship and how change 
relates and can be transferred to the client’s everyday life is important, for example being 
able to express emotion that may have previously been suppressed.
Interpersonally, MT can provide a therapeutic framework enabling the client to share a 
lived experience of connectedness to both the music and therapeutic relationship. 
Emotional expression can also be supported to develop within the music through story­
telling narratives of self-experience (for example, Austin, 2001; Etkin, 1999; Robarts, 
2003; Turry, 1999; Tyler, 2002, 2003). Meeting the client through the music, the 
therapeutic experience of MT can support development of a musically creative relationship 
of experiences of being and being with (Ansdell, 1995; Bunt, 1994; Damley-Smith & 
Patey, 2003; Pavlicevic, 1997, 1999; Robarts, 1994, 1998, 1999, 2000, 2003; Wigram, 
2003; Wigram & De Backer, 1999a, 1999b). Pavlicevic (1999, p. 25) summarises this:
...In music therapy we need to create sounds on the spot, to meet whatever the child, adult 
or old person is doing; to meet however that person is ‘being ’ in that moment. And this 
[does] not necessarily ‘f i t ’ with musical convention -  o f whatever culture.
A unique musical-therapeutic relationship is created, meeting the needs of each client, 
bringing therapeutic change and growth that can be transferred outside of the therapeutic 
space.
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The impact upon the music therapist has been described:
...The world o f music opens anew, now disclosing an inner musical life o f  therapeutic 
potential. The therapist feels reborn in his musical-therapeutic experiences and realises 
that the art o f music will never cease to challenge him, never cease to require all his 
musical resources (Nordoff & Robbins, 1992, p. 142).
As in all therapeutic entities, the concept of a therapeutic frame enables a boundary around 
its centre piece containing the work of both the client and therapist. Interestingly, in its 
application to MT, the therapeutic frame is aptly applied to rhythmic qualities similar to a 
metronome being the standard practising tool producing a steady pulse (or beat) to help 
musicians play rhythms accurately.
In summary, music envelopes a shared experienced between therapist and client within the 
therapeutic relationship forming a containing and nurturing skin. Communicating a 
musical language supports connection and enhancement in all aspects of the client’s life 
through accessing their inner musical self, whereby music appears to tell a story of the 
experience through a shared encounter. As counselling psychologists we can glean from 
similarities in MT and translations of terms that generic therapeutic frameworks and 
person-centred skills share. Tone of voice and silence are important indicators of issues of 
process within counselling psychology. In MT, music appears to be used as a tool and aid 
to the therapeutic process. How exactly music in the therapeutic relationship supports 
therapeutic change (other than being a felt sense) remains unclear. This could suggest that 
there are different types of relationships encountered in music that are structured 
differently within MT.
Specialised client groups and suitability for MT
MT can be beneficial to individuals experiencing a range of difficulties (including 
communication, mental health and physical illnesses), in a variety of settings with both 
children and adults. In particular MT works well with diagnoses such as autism, cerebral 
palsy and Downs Syndrome. It is also used for those who may show a preference for a 
non-verbal form of therapy (for example, Turry, 1998). Following illness or injury, 
neurological, physiological and psychological responses to music may remain intact.
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MT can be seen as an emotional rather than ‘thinking’ experience: “Fundamental to the 
practice o f music therapy is the idea that the emotional world ofpatients is complex, fu ll o f 
good and had experiences and is intact, regardless o f the degree o f intellectual difficulties 
o f handicap” (Toolan and Coleman, 1995, p. 17).
Clients may not have the physical capability to play an instrument in isolation but the 
gathering drum, for example, can be a positive experience for connecting musically. By 
touching, feeling vibrations, listening to the different beats and sounds and being aware of 
others gathered around the drum, making their own personal contribution can enable the 
music therapist to connect with the client’s world:
Music is much more than just “non-verbal” or “pre-verbal”, and its use in therapy is 
based in the life-long human trait o f creating companionship with another by structuring 
expressive time together...Therapy by “conversational improvisation” o f music is an art 
and clinical technique that addresses human intersubjective feelings and expressions in 
ri/we (Trevarthen and Malloch, 2000, p. 14).
Opportunity for musical creativity is provided by MT, offering a way of making and
sustaining meaningful contact with others; developing familiarity and confidence in group 
settings; sharing and examining feelings that cannot be verbalised in exploring other 
peoples’ responses to our way of being.
Musical Improvisation
The purpose of musical improvisation is to create a therapeutic relationship between client 
and therapist through music (Brown & Pavlicevic, 1996; Nordoff & Robbins, 1992; 
Pavlicevic, 1997). It has been defined as “any combination o f sounds and silence 
spontaneously created within a framework o f beginning and ending” (APMT, 1985, p. 4).
Musical improvisation has been suggested an important aspect of MT that can evolve 
within the process of the therapeutic relationship (Robarts, 2006). Through improvising 
music, the therapist is able to ‘meet’ their client and respond to their needs as the
therapeutic relationship evolves through ‘being and being with’ to develop meaning. It
allows for the experience o f acceptance and understanding, inviting the client to explore 
through playing or, for those less able to do so, to ‘be’ in the music. ‘Meeting’ the client in 
MT has been described as the “creative time ” integrating emotions and thoughts within the
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self (Robbins and Forinash, 1991, p. 53). This concept can be compared to “now 
moments ” in therapy, where these levels of relating within MT lead to lived experiences of 
change (Stem et al., 1998, p. 304). Research has shown that it is the therapist’s 
interpretation of how they experience the client musically which dictates the direction of 
the improvisation (Brown & Pavlicevic, 1996).
Counselling psychology may be able to make sense of such creative and musically 
improvised terms using psychological processes in the therapeutic relationship, such as 
autonomy, creativity and spontaneity. However, how can counselling psychologists utilise 
the expression of music to evaluate a musical therapeutic experience? Music introduced by 
the therapist or brought into the therapeutic space by the client, can allow us to consider 
how counselling psychologists can work with this when music is an additional element in 
the therapeutic relationship. This further allows for consideration of how counselling 
psychologists engage in a search for meaning through the interplay created by music. 
Additionally what aspects of a musical experience could be used by counselling 
psychologists to recreate what music does and how? How are the therapist and client 
impacted by music being brought into the relationship?
Therapist positioning
Improvisation is concerned with ‘being’ in the music experientially, creating a musical 
exchange and a shared experience of impromptu music making.
In the music therapeutic relationship, there may be additional and different relational 
dynamics between the therapist, client and music. Thus there may be more relationships 
than the client-therapist relationship typically encountered with a counselling psychology 
frame. Fixed use of music may dictate pre-composed positions, whereas spontaneous use 
of music appears to require flexibility of the therapist to position themselves where the 
client-led music dictates. Thus the therapist adapts and monitors the dynamics in the 
current moment. How these different positions are utilised in therapy lends curiosity as to 
how perceptions of the therapeutic use of music can be understood by therapists and used 
within the therapeutic process.
In a MT setting, free improvisation is used by a therapist to find a way of interacting with 
and relating to the client musically through listening and observing the client’s responses. 
This allows the therapist to guide the musical direction for the client, determined by their
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insight into the client’s capacity to relate in the therapeutic relationship. The therapist may 
response through the music to build a client’s confidence, communicating safety within the 
therapeutic space, being curious to possible musical meanings created. This is similar to 
the technique derived by Freud (1938) whereby the client is supported to verbalise freely 
what comes to mind, with the view that unconscious processes (images, memories and 
associated feelings) will be connected with. In MT, the client and therapist contribute to 
this process both verbally and musically. It has been suggested that this creates an “altered 
state o f consciousness” facilitating creative regression (Austin, 1998, 1999; cited in 
Austin, 2001, p. 28). This further strengthens a therapeutic relationship of which vocal 
qualities can be experienced by the client as containing and holding. Music has further 
been described as ‘medial’ (Austin, 1996, p. 32) moving from conscious and unconscious 
interplays as a creative form of self expression.
The prominence of MT literature has been shown in an international survey of music 
therapists (Baker et al, 2008, 2009). Analysis of lyrics and investigations into music 
therapists’ choice of songs to compose for and with clients has been researched. Lyrics are 
important, not only for the precise words used but for its combination with non-literal 
meanings within the music. It has been found that, whether in collaboration with the client 
or not, music therapists tend to compose words first and then develop supportive music 
(Baker et al., 2009; Jones, 2006). This may suggest that music takes a secondary role and 
links to psychodynamic theory where cognition and the processing of experience are 
deemed critical for therapeutic change (Yalom, 1995). Furthermore, lyric analysis has 
concluded that song writing is a way of affirming and expressing an individual’s
experience (Baker, et al., 2005; Baker & McFerran, 2006). The meaning applied to such
lyrics has been suggested to be conscious and intentional or unconscious processes which 
may translate meaning through metaphors (Krout, 2005).
“Lyric substitution” (Baker et al., 2005, p. 232) or “song augmentation” (Edwards, 1998, 
p. 25) are term applied when words of a song are changed to fit the experience of the 
client. Frequently the client has an interpersonal relationship aimed towards sharing this 
communication with another (Aasgaard, 2005; Day et al., 2009), or intrapersonal, directed 
towards themselves (Day, 2005).
The level of involvement from the music therapist will be dictated by the client’s
functional ability (Baker, et al., 2005) whilst others may be more appropriate for a
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collaborative approach (O’Callaghan, 1997). However, in studies amongst adolescents, 
both approaches were found to be just as effective (Dalton & Krout, 2006; McFerran, 
2010). O’Callaghan and Grocke (2009) compared a grounded theory analysis and 
phenomenology of the analysis of lyrics. Whilst similar results were found, the difficulty in 
capturing the creativity of expressed experiences was highlighted and the importance of 
reviewing raw data has been acknowledged (Greenhalgh et al., 2005). Through this 
interpretation future insights of knowledge and practice could be derived.
Music Therapy Models
Theoretical orientation can be an important factor within the identity of music therapists 
and the music therapy they deliver, used to make sense of and understand their perceptions 
and experiences. This has been suggested as integrative of the therapists’ personal and 
professional background (Beutler et al., 2006).
The theoretical framework of the music therapist may be dependent on their orientation, 
training and meeting the needs of the client. Modem MT proposes that music is innate to 
all individuals and, based on this assumption, even those subject to neurological trauma 
and impairment are still able to access their own musicality (Damley-Smith & Patey,
2003). A review by Bunt (1997) details how music therapists have used four main 
approaches: medical model, psychoanalysis, behaviour therapy and humanistic 
psychology. This highlights similarities to counselling psychology training which can 
include using cognitive-behavioural, person-centred and psychodynamic models within 
such settings that may require a multi-disciplinary approach, working alongside colleagues 
following the medical model. Thus this seems particularly significant in understanding 
how such models are adapted to work musically in therapy and, further, how this can be 
translated into meaningful information that can be of use to counselling psychologists.
Perhaps, unsurprisingly, much of the research into the therapeutic qualities of music is now 
dominated from the field of MT and, whilst there is a growing interest into orientations 
other than the traditional psychoanalytic viewpoint, this orientation has had much influence 
on the literature available and indeed the training of MT’s in the UK. It can be argued that 
such a psychoanalytic perspective holds limitations as to how plausible it is in terms of 
accessibility, cost-effectiveness and how much therapeutic change can be measured and 
quantified through research with a view of developing evidenced based practice. There are
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many models of MT, each holding similarities in objectives. A select few of these models 
will be discussed below.
Nordoff-Robbins MT (NRMT)
The NRMT approach is based on an improvisational model and is also referred to as 
Creative MT (Nordoff & Robbins, 1965, 1977, 1983, 1992). This model is quite different 
from a psychodynamic approach to MT. Similar to some humanistic therapies, NRMT 
focuses on the immediacy of the therapeutic relationship rather than making considerations 
of unconscious processes linked to the past. Both models do however represent a music 
therapists’ understanding of the meaning of music as created by the therapist. One of the 
aims in NRMT is to support the client to create meaningful music by meeting the client 
musically, matching their emotional state through musical reflection and supporting self 
expression through a therapeutic relationship within a music context.
Free Improvisation Therapy
Free improvisation has been developed as part of an approach to MT which uses additional 
musical activities (Alvin, 1975, 1976, 1978). The client is allowed to freely explore a 
musical instrument to create music. The main goals of this therapy are self-liberation and 
the development of relationships and growth developmentally. This therapy has been 
related to three developmental stages (Alvin 1978): relating self to objects, relating self to 
therapist and relating self to others. Initially, the focus is on enjoying the instruments 
musically before using techniques to enhance the therapeutic relationship and display the 
client’s emotions, via the instrument, by bringing them into their awareness. The third 
stage may involve integrating the client into a group or family therapy setting to transfer 
the skills developed from musical experiences with the therapists to improve upon and 
develop relationships with others.
Such models may be of interest to psychologists as they focus on the importance of the 
immediacy of the therapeutic relationship in supporting meaningful change that can be 
transferred into other areas of their lives. This again offers the question: How is this 
experience changed with the use of music within the therapeutic relationship? Further 
research could clarify and translate such knowledge informing other psychotherapeutic 
practitioners work.
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A psychodynamic model of MT
Psychoanalytically, MT can be viewed as an expression of our inner state, explored 
through transference and counter-transference and the conscious and unconscious.
Transference and counter-transference are viewed as central processes to therapeutic 
change within MT (Brown, 2002; Bruscia, 1998; Hadley, 2003; Montello, 1999; Robarts, 
1994, 2003; Rogers, 1995, 2003; Streeter, 1999; Turry, 1998; Wheeler, 1981). However 
this also assumes that such theoretical concepts exist. A music therapist paying attention to 
his own musical response can develop understanding of the client’s experience, leading to 
the use of an appropriate intervention or evoking musical change (Streeter, 1999). The 
client’s unconscious dynamics within relationships are explored, namely between the client 
and therapist. This relationship can feel too immediate to tolerate by the client and may be 
experienced as intrusive or threatening.
Winnicott (1986) appears to have been a key figure influencing many music therapists who 
recognise the importance of play within MT (Pavlicevic, 1997; Levinge, 1999). Here play 
can be linked to transitional objects which connect an infant to the world. Winnicott (1986, 
p. 63) placed much importance on the need for play as essential to emotional development:
“It is in playing and only in playing that the individual child or adult is able to be creative 
and to use the whole personality, and it is only in being creative that the individual 
discovers the self”.
We can lend Winnicott’s theory (1990, p. 144) as referred to as the ‘True or False Self to 
understand the therapeutic relationship through the musical connectivity (or even 
difficulties encountered) between music therapist and client:
“It is an essential part o f my theory that the True Self does not become a living reality 
except as a result o f the mother’s repeated success in meeting the infant’s spontaneous 
gesture. The spontaneous gesture is the True Self in action. Only the True Self can be 
creative and only the True Self feels real. The existence o f a False Self results in feeling  
unreal or a sense o f futility ”.
Separation between the client and therapist can be created by the symbolic use of musical 
instruments. It has been found that instruments can be used in play by abused children 
where eroticised feelings are used to evoke feelings in both the child and therapist
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(Robarts, 2003). Through their own self care (such as personal therapy) and supervision, 
therapists explored and reflected upon these feelings further to differentiate between their 
own feelings and those significant to their client’s difficulties experienced that created 
meaning in the therapeutic relationship.
Improvisation in music allows for the emergence of the unforeseen. This does not only 
occur in MT, but has also been referred to within psychoanalytic literature where the ‘not 
knowing’ holds much importance (Casement, 1985). This creates a parallel to free 
improvisation used in MT where the client presents their self through music in a shared 
musical experience, creating a therapeutic relationship.
Psychodynamic orientations have been used to explore the experience of concepts specific 
to theory using a phenomenological qualitative approach (Dillard, 2006). Such a study was 
analysed using a modified version of Giorgi’s method (1975). Here, musical counter­
transference was defined as “a musical reply in response to feelings, thoughts, and images, 
and physical reactions evoked by the client” (Dillard, 2006, p. 208). This definition was 
provided to eight participants (of various psychodynamic orientations) prior to interviews 
and could have contributed to a bias in their descriptions of their experiences of the 
phenomenon. Psychodynamic music therapists were recruited as it was felt they may be 
better able to explain such unspoken processes communicated through music. Musical 
counter-transference was described as an unconscious motive that through communication 
between therapist and client becomes conscious.
This research highlighted an assumption was made that such a theoretical concept of 
counter-transference exists or is accepted by all music therapists. This appeared to transfer 
difficulties in how it could be conceptualised in words. All interviews were conducted via 
telephone (due to participants living in various locations in the United States), which 
hindered the use of non-verbal communication being used to support interpretations made. 
Participants reportedly found it difficult to separate their own experiences to those of their 
clients. They also differed in their understandings of musical counter-transference.
Analytical MT
Analytical MT (Priestly, 1975, 1980, 1994) uses words and musical improvisations to 
explore the client’s inner world and support growth. Originally developed for adults with 
emotional or interpersonal difficulties, it is now also used with couples experiencing
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relationship difficulties and a method for trainee therapists called ‘intertherapy’. An initial 
discussion, body language or musical improvisation may be used to discover the difficulty 
needing to be explored. Within the improvisation the therapist will play the piano and may 
guide the client to use a particular instrument depending on their needs. Finally the 
improvisation will be discussed and reflected upon.
Experimental Improvisation Therapy
A model of group therapy ‘Experimental Improvisation Therapy’ has been adapted by 
Bruscia (1987), to combine music and dance with the aim of enhancing self expression and 
creativity; develop individuality and group skills within group settings and to build upon 
cognitive, emotional, physical, social and spiritual skills. Improvisation becomes a group 
dynamic and process to create sounds experientially which is discussed. This is repeated 
using ideas from the first experiment to create a theme to bring change. A second theme is 
then developed and the cycle is repeated.
A Cognitive-Behavioural approach to MT
A behavioural approach to MT was developed by Madsen et al., (1968) which suggested 
that music was used to modify behaviour, conditioning the client to new behaviours. The 
downfall of this approach was that it did not address client groups with cognitive and 
emotional distortions in processing information. Further to this, it does not provide an 
explanation for the positive outcomes of non-reinforcement techniques used within MT.
The cognitive theory Rational-Emotive Therapy (RET) was introduced as an approach to 
MT by Bryant (1987). This approach was similar to that proposed by Maultsby (1977) 
which combined RET and behaviourism. The client was supported to identify unhelpful 
beliefs and develop behaviours such as new coping mechanisms, for example, repetition of 
song lyrics.
Since the 1990s, some music therapists have begun to work with adults who are 
functionally able to engage therapeutically on a cognitive level. This has posed an 
interesting shift amongst music therapists now, not only working with clients with 
developmental difficulties but also with non-impaired individuals. This has left an 
interesting gap as to how music therapists evaluate client’s musical improvisation. In 
consideration of this, a qualitative study explored the differences between “client meaning”
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and “therapist meaning” in conversing with each other about the music (Keith, 2002, p. 
64). Interestingly, it was found that the cognitions often reflected how the music was 
played and a connection was apparent in applying meaning to the experience. This study 
highlighted confusion between what is ‘meaning’ and ‘meaningftiT. Here there appears to 
be two differing explanations of meaning: ‘meaning making within the music’ and after 
improvisation ‘making meaning of the music’, thus showing meaning that is created within 
music and meaning that is created following reflection away from the immediacy of the 
music (Keith, 2005).
Current cognitive behavioural therapy (CBT) approaches integrate the use of music or 
sounds as specific elements of tasks clients engage with, for example, Clark (2005) uses 
attention focused processing for social anxiety. Mindfulness-based CBT also uses music as 
relaxation based meditative techniques, along with other difficulties which may explore 
interpretations of sounds (for example in phobias or panic) to bring into awareness 
irrational beliefs.
Transpersonal
MT is now recognised as a therapeutic intervention that can address a variety of needs of 
an individual (Hilliard, 2001; Krout, 2000, O’Kelly, 2002; Starr, 1999). The relationship 
between spirituality and MT has not been widely researched within the field and as such is 
an area for expansion. Wlodarczyk (2007, p. 114) refers to spirituality as “a connection 
outside o f the self and defined by the individual” allowing for validation of one’s 
experiences and meaning-making to their perspectives.
MT has been shown to assist in intrapersonal, interpersonal and transpersonal areas of 
relationship completion (Dileo & Parker., 2005). As a personal journey through music 
exploring life-afrer-death, musical rituals have been used as a transitional path (Loewy et 
al., 2005) and to enhance quality of life at a spiritual level connecting with religion through 
the use of MT (Hilliard, 2005).
Guided Imagery and Music (GIM)
GIM (Bonny, 2002) is a technique used in MT to support the client to explore their inner 
resources and connect with an altered state on consciousness. The client is deemed 
responsible for his own healing (Kovach, 1985).
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Theoretical orientations are important aspects of a counselling psychologist’s approach to 
practice, however such specificities within MT appear to be accounted for with difficulty 
(for example, Dillard, 2006). The author’s unpublished research (Taylor, submitted 2014) 
supported such findings. Taking meaning fi*om theoretical underpinnings to inform an 
approach to practice is of importance to counselling psychologists. The author’s own wish 
is to create a dialogue between these symbolic languages held in MT and counselling 
psychology, allowing for knowledge to be shared.
Efficacy of the research base for MT
Much research has broadly focused on medical scientific perspectives of music as a 
therapeutic aid within the field of nursing. MT is now however a recognised art therapy to 
be offered in the treatment of psychosis and schizophrenia in adults (NICE, 2014). 
Research has developed showing the effectiveness of MT for neurological rehabilitation 
such as trauma work with brain injury and strokes (Purdie, 1997) and chronic neuro- 
degenerative disorders such as Huntingdon’s disease (Davis & Magee, 2001).
MT was found in a Cochrane review to significantly reduce symptoms of low mood in four 
out of five randomised control trials (Maratos et al., 2008). Another review also found 
improvements in the use of MT on negative symptoms (effect size: 0.86) and social 
functioning (effect size: 0.78) of schizophrenia-based diagnoses if MT was provided in 
comparison to standard care (Gold et al., 2005). A meta-analysis of the effects of MT in 
children and adolescents reportedly found clinically significant results - particularly 
behavioural or developmental disorders in children (Gold et al., 2004). On average there 
was a greater therapeutic effect of music than without it (Standley, 1995). Additionally, 
eclectic therapy was found to bring more change than behaviourally based MT (Gold et al.,
2004).
Such findings hold robust results that are similar in effect sizes to studies measuring 
effectiveness of CBT and third-wave models (for example, Hayes et al., 2006). Given that 
counselling psychologists are informed by such theoretical models and clinical trials of 
CBT, it stands to reason that some aspects of MT may also support the therapy offered. 
Thus counselling psychology can learn from how such results are obtained in 
understanding how they can be transferred to their practice.
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The choice to withhold from engaging in play within MT and preference for speaking has 
been researched (Simpson, 2000). This resistance has been viewed as possibly forming part 
of the therapeutic process and it was identified that there are different types of verbal 
communication, inclusive of those which may support or deter this process. Thus, in this 
instance, the therapist may interpret that by choosing not to play may be one aspect of the 
client’s life where they are able to make a conscious independent choice, providing them 
with a way and option of relating. In such instances it is left up to the therapist’s 
interpretation which in itself may be subjective, depending on each therapist’s beliefs, 
perceptions and experience.
As of yet there are no standardised measures used across client groups within MT, perhaps 
due to the variation of applicability and settings where it can be used, as well as the 
therapists’ background or orientation and client group they work with (Bruscia, 1998). 
Additionally, it seems that the experience of MT may be more difficult to capture through 
words or, indeed, measured with psychometric tests. Within MT, rather than the 
generalisation of experiences, the development of each client’s individuality, therapeutic 
experience and process of therapy appears to remain a crucial factor of change.
Objectivity of perceptions of meaning in music has been discussed (Madsen et al., 1993) 
and remains an important factor where meaning-making is subjective. From research 
currently available, it has been presumed that meaningfulness of music engages the 
individual in educational or therapeutic activities and yields more successful outcomes. 
However, a need for further research to provide knowledge of effectiveness of MT to 
enhance the use of music by therapists has been emphasised, (Standley, 1996) as well as 
additional research in academic and research settings.
Meaning-making in MT as a central process in therapeutic change
“As musicians, music therapists bring their own musical experiences, preferences and 
skills to their work and will draw upon a deeply rooted ‘autobiography’ o f  music. This 
inner autobiography will be made up o f significant pieces o f music, music experiences and 
moments o f performance, which will carry personal meaning” (Damley-Smith & Patey, 
2003, p. 77).
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It has been reported that there is increased interdisciplinary interest into innate human 
musicality and the connection between music and emotions as a form of expression that 
forms the basis of meaning in human communication (Robarts, 2006).
Music is used to connect emotionally with experience and forms the basis of a shared 
therapeutic relationship:
“In music therapy emotional creativity is sounded through the musical act; music and 
emotion are ‘fused’, so to speak. The one presents the other” (Pavlicevic, 1995, p. 52).
For verbal clients, talking about their experiences and emotions through music can form an 
important part of the therapeutic process in reaching a shared meaning. For non-verbal 
clients who cannot verbally analyse the music, this can be an inter-subjective experience 
allowing the therapist to make sense of and translate this into action (Trevarthen & 
Malloch, 2000).
It has been suggested by Stige (1999) that music therapists’ interpretation of the MT 
experience may need to be adjusted to meet the meaning the client takes from it. Ansdell 
(1996; cited in Keith, 2005, p. 68) describes this process as having two meanings; “what 
really happened” and the other being a constructed description of improvisation by the 
listener.
Music has been regarded as a powerful emotive stimulus (Krumhansi, 1997). However it 
has been further suggested that this identification of emotion is also a felt experience when 
listening to music (Krumhansi, 1997; Payne, 1980; Sloboda, 1991). This has also been 
referred to as “felt emotion” (Lychner, 1998. P.317) supporting the claim of music as 
meaningful (Madsen, 1997). The elicitation of emotion through the use of music has been 
reported a valuable tool therapeutically (Bunt & Pavlicevic, 2001; Gfeller, 2002; Hanser, 
1999) and the emotional reaction can relate to the meaningfulness of the activity 
(Panksepp, 1995). Furthermore the ability to ‘move’ a listener emotionally has been linked 
to perceived meaning in music (Craig, 2007). Using music which is preferential and 
meaningful has been found to increase willingness and interest to participate in MT (Craig, 
2009). This appears to be a common predicament for engagement for therapeutic or 
educational means (Clair & Bernstein, 1990). It has further been found that emotional 
responses to music yielding personal meaning are more frequent (Craig, 2009). Client
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experiences of the creative process in MT has been explored (DiGiacomo, 2007), allowing 
them to find meaning upon entering a new experience.
In medical settings, music preference is reportedly a crucial factor determining 
effectiveness of treatment (Standley, 2000). This highlights the ability of music to evoke 
meaning in relation to the emotive qualities of music and therefore a critical role of the 
music therapist to identify and assess for musical preference and incorporate it into MT 
(Moore et al., 1992; Standley, 2000). It has been noted that meaning is essential to the use 
of music, linking meaningfiilness to the experience which connects it (Meyer, 1956) - 
essentially the individual experiencing the music, the activity and the meaning associated 
to that activity.
The difference between meaning constructed by clients and therapists has been explored 
with music being discussed to consider if meaning, or indeed new meanings, are 
constructed together (Keith, 2005). It was found that individuals often spoke similarly to 
how they played music and agreeing what both wanted to express seemed to allow the 
most connection in meaning to be made from the experience. When difficulties were 
encountered in finding meaning, this led to a deeper level of understanding or variety of 
meaning made. This study supports AnsdelTs (1995) notion that music is improvised to 
find meaning between the client and therapist. Ansdell (1996; cited in Keith, 2005, p. 68) 
further looked at the difficulty of talking about music and his findings suggested two 
meanings were made -  that which was observed and constructed by an outsider to the 
improvisation and “what really happened”. An implication of the relationship between 
music and language was highlighted that participants tended to take meaning that was 
easier for them to verbalise from non-musical improvisations rather than musical ones. 
This further implied difficulties transferring musical experiences into verbal language, 
moving beyond the realms of improvisation. This study highlighted the need for 
idiosyncratic meaning in music being captured from a deeper interpretative analysis.
Qualitative studies have attempted to explore the experience of making music within 
specific settings for example, choir singing (Bailey & Davidson, 2003, Tonneijck et al., 
2008, Jacob et al., 2009) and in groups (Kokotsaki & Hallam, 2007, 2011). These 
participants reported having gained cultural and social connectedness (Kokotsaki & 
Hallam, 2011) described this as an “experienced wholeness” (Tonneijck et al., 2008, p.
90
178) and “an opportunity to connect to their creative potential” (Bailey & Davidson, 
2003, p. 26).
Music-making has been explored using grounded theory to analyse 12 participants 
(Maltese band musicians) personal meaning and the benefits of such an occupation 
(Roberts & Farrugia, 2013). Three categories of meaning were found: playing in a band 
(which captured spiritual and emotional aspects); cultural and social connections and the 
effect on self-identity and health. Connectedness was found to provide a sense of 
belonging and well-being and was used to support the therapeutic use of music.
Whilst such studies threw light on meaning-making, limitations of this particular study are 
that it was restricted to an occupational stance in evaluating the therapeutic use of music 
and participants were selected from a niche group. Thus the findings may not be easily 
transferable to other groups. The use of music aiding relaxation and well-being supported 
the therapeutic use of music. However, it was also noted that participants found difficulty 
in verbalising meaning-made. Recommendations were that the synergy of music with 
meaning would require further research to clarify its possible transferable qualities to other 
therapeutic settings. This study used participants who were non UK musicians, however 
this was one of the few studies available which could be connected to the search of the 
therapeutic use of music and meaning-making.
The difficulty in fully understanding or explaining the therapeutic qualities of music has 
been acknowledged by Sloboda (1990) and it has been reported that due to the 
idiosyncratic nature of finding meaning in music, more interpretative studies are needed 
(Keith, 2005). Furthermore, such necessary qualitative research could reveal much 
important data about the interaction between the individuals involved within the process 
both verbally and musically in MT. A critique of MT highlighted is that research currently 
lacks applicability to the clinical setting and of discovering possible transferrable links of 
value to other forms of psychotherapeutic practice, so that others can learn from and be 
enlightened as to what music therapy does (Aldridge, 1994).
Conclusion
The aim of this literature review was to explore relational and meaning-making aspects of 
the therapeutic use of music. The secondary aim was to consider the possible therapeutic 
qualities music has that may contribute to counselling psychology practice and research.
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Whilst the origins of music are ancient and widespread across different traditions and 
cultures, it is ever changing, creating new forms. Plato (1987, p. 104) discussed the role of 
music as vital towards moral and aesthetic growth:
“Rhythm and harmony penetrate deeply into the mind and take a powerful hold on it
Music can bring immediacy of expression without the need of words. This can highlight 
difficulties in researching such phenomena where the experience of MT may be difficult to 
voice verbally, yet can allow for particular emotions, such as anger, to be expressed by the 
client. MT can also allow clients who may have impaired verbal language development to 
engage therapeutically with others. Thus it is a form of therapy that does not discriminate 
nor is dependent on cognitive, physiological or emotional ability. Additionally, MT can 
provide a powerful interplay of both musical and extra-musical exchanges which can add 
depth to the therapeutic relationship and process of therapy. Thus we can conclude that 
within MT words are not necessary. An individual may be playing to express what 
someone else cannot or is unable to capture.
However, further research into exactly what music does and its impact on the therapeutic 
relationship is needed, jfrom which substantive conclusions can be made. Increased 
knowledge of MT is crucial not only to inform work with clients and service development 
but also how individuals all relate with music on a day-to-day basis. This literature review 
has highlighted the possible difficulties posed as well as the relevance of relational and 
meaning-making aspects of the therapeutic use of music.
Counselling psychologists are both interested and curious in the application of creativity 
and the search for meaning within therapy. We remain open to learning from creative 
forms of therapy and reflecting on the use of self as part of the therapeutic process. The 
Health and Care Professionals Council (HCPC, 2014) has two competencies that are 
particularly relevant (and exclusive) to counselling psychologists: “8.17: understand how 
empathie understanding can he helped by creativity and artistry in the use o f language and 
metaphor” and “II. 5: be able to critically reflect on the use o f self in the therapeutic 
process”. Further research could lead to exploring if verbal psychotherapists experience 
the therapeutic relationship in the same way as it is experienced in MT. Future studies will 
benefit from consideration of whether music can form an extra dimension to counselling 
psychology. This may enable learning and understanding of the role music may form in the
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therapeutic relationship, supporting a translation of terms between music and verbal 
language. Additionally, this could bridge the gap of communication highlighted in 
literature between MT and psychotherapy more generally, through sharing knowledge of 
the way therapeutic practice can be evaluated.
Reflections
Significant happy memories of music forming part of my life began when I was learning to 
play the violin in primary school. This experience is remembered as fun and enjoyable and 
went on to perform in the school orchestra. I felt much warmth and containment in this 
learning fi*om my violin teacher and group participation which greatly supported my 
interest in learning to play the violin. This experience changed greatly for me, upon the 
transition from primary school to secondary school which brought with it a change in my 
violin teacher. Most importantly what appeared different for me in this experience, was the 
relationship I had with my new violin teacher. I no longer experienced enjoyment from 
learning to play the violin. It became a chore like task which I struggled to engage with 
alongside other curriculum subjects. To attend violin classes I had to miss a weekly core 
subject and this brought with it pressures and expectations fi*om my class teacher who was 
disgruntled by the interruption. As a result I decided to stop taking violin lessons. Since 
that time has passed, I have mostly been unaware of the place music has had in my life.
In later years I became part of the GB flat water kayak racing team, attending opening 
ceremonies around the globe of world class events of which musical performances have 
formed a large part. Each country has taken pride in their cultural displays of unity both in 
representing their country and of the sport. Standing on world class medal ceremony 
podiums, representing my country when the national anthem has been played, have been 
proud moments for me. Such experiences hold unique qualities and are difficult to describe 
with words.
This curiosity into the experience of music deepened upon starting my training as a 
counselling psychologist. In my first year placement in an all girls’ school, I saw a client 
for individual therapy who was suffering from anxiety experiencing interpersonal 
difficulties relating to the other pupils. Once we had established a therapeutic relationship, 
she began to come to sessions asking if she could start or finish the session by singing a 
song to me. I was struck by the difference I experienced in the client when she sang -  she
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became confident and happy. Interestingly, she often chose to sing popular music 
displaying themes of ‘girl power’.
Interest in my own relationship with music deepened further. I would listen to music 
travelling to and from personal therapy. I appeared to connect with various types of music 
and lyrics which I could interpret and reflect upon how I was feeling emotionally at that 
time and which resonated with my life experiences. I was able to take meaning and 
comfort from these songs, even if they induced pain or upset through the connectivity I 
made with them. They also allowed me a reflective space to deepen the impact of the 
emotions or thoughts I was experiencing.
Attending a one-day introductory workshop into music therapy provided me with an 
experiential insight into how music can be used therapeutically. I experienced 
collaboratively making music with the other attendees using a collection of instruments 
and our own vocals to engage in experiential exercises. This allowed me to experience how 
music may be used with different client groups, who may not have a professional standard 
of music-playing, to connect with others and as a form of non-verbal expression (I was the 
only member of the group who did not have a professional ability or background in music).
My own personal experiences shaped the framework within which I approached and 
interpreted the literature available. I personally became aware that I was encountering a 
powerful experience with music, yet found difficulty in capturing this experience and 
transitional space in words to share with others. This was also reflected in the literature 
review by music therapists.
Researching the literature brought further challenges. Much of the research was aimed 
towards musicians or music therapists and would use musical language (for example, 
notes) to describe their point which I could not relate to or understand with ease. I felt 
driven to delve further into this research in an endeavour to relate the therapeutic use of 
music in a way that could be of use to psychotherapeutic practitioners. In talking therapies, 
there is much experienced that is not translated in words. Music therapists work with that 
knowledge and it is this that as a counselling psychologist in training, I seek to develop 
insight into and share with others. I also pondered on the application of person-centred or 
psychodynamic approaches to MT. I was curious to understand how MT could remain 
person-centred to someone who is unable to communicate verbally and could see that
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psychodynamic interpretations also fit well with such client groups. This naivety was 
explored through the literature and experiential workshops of MT and compared with my 
own understanding of how such challenges could be similarly applied in talking therapies.
A point of interest for me is that music is perhaps rarely used in talking therapies (with the 
exception of perhaps mindfulness based approaches or other specific interventions such as 
behavioural experiments). However MT’s can also approach a therapy session using only 
words where music does not form an element of the session but remains client focused.
Furthermore having undergone the lAPT (Improving Access for Psychologist Therapies) 
CBT (cognitive behavioural therapies) training, this further challenged my own 
perspectives of the applicability of more creative therapeutic means and where these would 
fit in my identity as a counselling psychologist. These biases could have contributed to my 
difficulties encountered in writing the literature review as I became subject to my own 
opinions and judgements. I was able to challenge these difficulties of qualitatively looking 
for captured understandings of the therapeutic use of music by engaging in experiential 
workshops. These enabled me to encounter first hand (and reconnect) personally with the 
experience of music.
As counselling psychologists, we remain open to learning from creative forms of therapy. 
This research strives to make the learning we can take from the therapeutic experience of 
the use of music and make it more readily accessible to all. This fits with my pluralistic 
approach in meeting a client whereby, one approach does not fit all. What remains 
important is using an approach, style and techniques to suit the needs of each individual 
and in keeping close to their experience as a shared venture whilst remaining reflexive of 
my own subjective experience and how this may impact the research undertaken.
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one another: music therapy, therapeutic relationship, transpersonal, counselling 
psychology, psychotherapy, meaning making and therapeutic effects.
These electronic searches were supported by a manual search strategy, tracing sources 
referenced by publications found electronically, which gathered further references. 
Determining the necessity and specificity of the breadth of literature available allowed the 
researcher to collate a comprehensive list of the most suitable research.
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A template analysis of the therapeutic use of music: Therapists’ perspectives
Aims: This study aims to explore the possible use o f  music therapeutically both personally 
and professionally, by researching how music is experienced and perceived by 
psychotherapeutic practitioners.
Method: The aim o f the research was to explore the psychotherapeutic use o f music, from  
a qualitative perspective. The objective was to introduce a qualitative perspective to the 
study o f music as a psychotherapeutic tool developing from previous research 
(unpublished thesis, Taylor, 2011) to identify trainee and qualified psychotherapeutic 
practitioners ’ therapeutic experience and perceptions o f music. Thirteen participants aged 
28 to 64 who were trainee or qualified psychotherapeutic practitioners and had used music 
therapeutically (either personally or professionally) were recruited for this study.
Results: Template Analysis (TA) was used to analyse the data. Four themes were 
identified: ‘Historical Background’, ‘Therapeutic Elements’, ‘Emotion’ and
‘Embodiment’. Participants used music therapeutically both personally and professionally, 
using it as a powerful medium to connect emotionally and physically facilitating 
expression. Music was expressed as having encompassed their lives.
Implications fo r  Practice: The transferable possibilities and implications o f  integrating 
the use o f music therapeutically into psychotherapy and counselling psychology is 
discussed. Some participants highlighted a lack o f  confidence in using music 
therapeutically, needing further specialised training or support to do so.
Keywords: Music; music therapy; template analysis; qualitative research.
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Introduction
The importance of music for humans is thought to begin in early childhood; in particular, 
researchers have stated that babies are bom with “musical patterns o f behaviour” which 
aid communication (Wigram, Pedersen & Bonde, 2002, p. 59). “The music child” is used 
to describe the innate connection a child has to music and that it is “the individualised 
musicality inborn in each child” (Nordoff & Robbins, 1977, p. 3).
There are a variety of theories within the developmental psychology of music (Briggs, 
1991; Hargreaves, 1986; Hargreaves & Zimmerman, 1992). Music can be used by children 
to express emotion without using words. Brown (1994, p. 18) says that if a “child’s being 
is distorted or damaged (as the result o f  pathology or emotional disturbance, fo r  example) 
this will be reflected in every aspect o f  her or his being -  cognitively, psychologically, 
physically, emotionally, musically”. Within the realm of therapeutic work, music has been 
argued to be an important factor in establishing a therapeutic relationship between a child 
client and therapist: “The proximal zone, where child and therapist play together, 
awakening a potential and extending the possibilities for the child, appears to be an 
important concept for music therapy and is critical in achieving new creative possibilities 
in the therapeutic relationship” (Aldridge, 1996, p. 269). This emulates a Winnicottian 
idea of transitional space (Winnicott, 1971).
Following the belief that the importance of music begins in early childhood, it has been 
said that music therapy starts in the womb when the foetus hears sounds (Levitin, 2007). 
Trevarthen (1999) supports this notion by maintaining that infants are bom with the 
capacity to hear and appreciate music but that their development depends on future 
nurturing factors. In infancy, the primary care giver can communicate with their child via 
music and this can be used to engage the child before he has developed any understanding 
of words (Pavlicevic, 1997). The interaction between primary care giver and child through 
vocal speech and song has been deemed cmcial to his development (Newham, 1998). The 
development of music extends to a lifelong process and has been termed “lifespan music 
psychology” (Bmscia, 1991; cited in Wigram et al., 2002, p.59).
The necessity of counselling psychology research into music allows the profession to 
consider how music may be used and understood in the therapeutic process. Indeed, music 
is a medium that everyone can relate to. Musical elements may be introduced into the
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realms of counselling psychology if brought into the therapeutic space by client or 
therapist. Thus it is important to develop a greater understanding of how this is worked 
with when this happens, in supporting a client to reach their therapeutic goals and well­
being.
Music therapy
According to the Association of Professional Music Therapists (AMPT, 2000), music 
therapy can be understood as “using music creatively in a clinical setting, the therapist 
seeks to establish an interaction, a shared musical experience leading to the pursuit o f  
therapeutic goals. These goals are determined by the therapist’s understanding o f the 
client’s pathology and personal needs”. It has been further defined: “Music therapy is the 
use o f sounds and music within an evolving relationship between client/patient and 
therapist to support and develop physical, mental, social, emotional and spiritual well­
being” (Bunt, 1994, p. 8).
There are aspects of music that will relax or stimulate individuals physically. Music can 
affect one’s heart rate, blood pressure, respiration, temperature, brain waves and arousal 
and the effect of each of these will vary according to individual music preferences. A 
music therapy which focuses on a client’s physical experience of music vibrations is 
‘vibroacoustic’. The outcomes of this form of music therapy for clients are reported to be 
positive (Wigram et al., 2002), thus emphasising the health benefits of music.
Music therapists may work with clients using psychological theories including cognitive 
behavioural therapy (CBT) and psychodynamic therapy, whether on a one-to-one basis or 
in a group setting. Music therapy following behavioural concepts is called ‘Behavioural 
Music Therapy’ (BMT) and is defined as “...the use o f music as a contingent 
reinforcement or stimulus cue to increase or modify adaptive behaviours and extinguish 
maladaptive behaviours” (Bruscia, 1998, p. 184). Thus the aim of the therapy is to change 
behaviour and reduce unhelpful symptoms. The notion of music acting as an effective 
stimulus is found to be supported (Standley, 1991b, 1995, 1998).
From a psychoanalytic viewpoint, music can be explained to solidify the relationship 
between therapist and client, enhancing the communication between the conscious and the 
unconscious mind (Austin, 1991, 1993, 1996). Bringing the unconscious to the conscious.
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the ability of learning a musical instrument is said to require communication between these 
processes (Skar, 2002). Jung, although making little reference to music, did say: “Music 
expresses, in some way, the movement o f  the feelings (or emotional values) that cling to the 
unconscious processes ... music represents the movement, development, and 
transformation o f the motifs o f the collective unconscious” (Jung, 1973, p. 542).
Analytic Music Therapy (AMT hereafter) based on psychoanalytic theory, was introduced 
in the 1970s (Priestly et al., 1975) and has been defined as “the name that has prevailed 
analytically-informed symbolic use o f improvised music by the music therapist and client” 
(Priestly, 1994, p. 3). Words and music improvisations involving percussion instruments 
(where skill is not needed) are used creatively to connect emotionally to an instrument, 
sound or evoked memory to facilitate expression. It has been suggested that instruments 
may even be chosen to connect with repressed memories or states of mind (Skar, 2002).
Transference can take place within the therapeutic relationship between a client and 
therapist. The researcher chooses to follow the definition used by Rogers (1951, p. 198), 
which states that transference is “...a term which is applied to attitudes transferred to the 
therapist which were originally directed, with more justification, toward a parent or other 
person”. The concept of transference used by music therapists maintains that a 
transference relationship develops between the client and the musical instrument in 
therapy. Streeter (1999, p. 94) calls this the theory of “music transference”. Priestly (1994) 
defines two types of transference in music therapy: empathie counter-transference, where 
the therapist identifies with the client on an empathie level and complementary counter­
transference where the therapist identifies with a close relationship of the client’s. These 
theories rest on a privileging of the couple and (imaginary) identification (rather than the 
‘third’ in the relationship).
Creative Music Therapy was introduced by Nordoff and Robbins (1977) using 
explorative, flexible and consistent techniques. Listening to music, music and movement, 
writing songs and performing known songs are also methods found to be used within 
music therapy (Wigram & De Backer, 1999). This is one of the mainstream forms of music 
therapy alongside AMT used today and follows a belief that everyone can engage in music, 
regardless of the level of mental or physical functioning of an individual. This method of 
music therapy is aimed at children with learning disabilities, autism, Down’s syndrome, 
emotional, behavioural, mental or physical disabilities. A study of the effects of music
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therapy with schizophrenia inpatients reported a reduction in their negative symptoms, an 
increase in external activities and in their ability to communicate with others (Tang, et ah, 
1994).
Guided Imagery and Music (GIM) was developed to resolve difficulties using visual aids 
whilst listening to classical music to overcome difficulties through reconstruction of new 
life scripts (Bonny, 1978a, 1978b, 1990). Bruscia (1998, p. 219) states “the music 
experience is therapeutically transformative and complete in, o f and by itself, independent 
o f any insights gained through verbal exchange The client is enveloped by the musical 
experience evoking sensory responses that are explored with the therapist. GIM has been 
found to be particularly effective with patients diagnosed with cancer or HIV (Bruscia, 
1991, 1998a, Bunt et al., 2000 & Bums, 2001).
It has been suggested that the therapeutic healing properties of music have been known 
through the ages and its use has continued in many cultures (Gouk, 2000). In the African 
culture, like many others, music is used to narrate stories, messages and celebrate life 
events. Music is also often used to send a message (talking dmms). Most Afiican 
languages are tonal and words can have different meanings depending on the tone in which 
they are expressed. The tone of the dmm can be altered to represent a particular word. 
Music with lyrics has been found to reduce pain therapeutically in parts of Afiica where 
circumcision of males and females is practiced (Kwabeha Nketia, 1974). Here music is 
used to symbolise -  that is, going beyond the imaginary symbiosis discussed earlier.
In the United Kingdom, music was used in hospital after both World Wars as part of a 
rehabilitation scheme for soldiers (Clair & Heller, 1989) and it is still used today in 
operating theatres -  although probably more to help the surgeon than the patient. An 
attempt to combine music, medicine, psychology and anthropology to deepen both 
knowledge and cultural awareness is known as the Developmental Integrative Model in 
Music Therapy (DIMT) (Sekeles, 1990).
The historical use of the healing power of music is commonly documented by literature on 
philosophy, religion and music (Wigram et al., 2002). Horden (2000, p. 44) notes “It is 
philosophy and religion that make conceptual room for music therapy”. For some, 
meaning is only musical (Stravinsky, 1974). Connecting one’s present life to both its 
spiritual and transpersonal aspects through singing has been viewed as a way to express
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feelings of an intense nature (Austin, 1998). Flower (1999) believes that music therapy can 
be integrated into any professional practice and it has been described that music can 
strengthen and enhance the power of client work (Aldridge, 1996). However, there is room 
for development of research on the use of music therapeutically by psychotherapeutic 
practitioners as opposed to music therapists. This highlights a gap in the research, to 
consider the knowledge of the therapeutic use of music with non-music therapists that has 
not been explored within counselling psychology or more generally in psychotherapeutic 
practice. Thus, this leads us to the aims of the presented research.
Aims
As it has been shown, literature highlights that the differences in a person’s use of music 
may disseminate from childhood developmental and cultural experiences. Intrinsic 
interpretations have been suggested to explain how therapists respond to a client and vice 
versa through a shared musical experience, rather than interpretation of words, something 
not easily captured with quantitative methods (Ansdell, 1995). However, much research 
into music within psychology and psychotherapy used such methodology (Pavlicevic, 
1997). In previous research we focused on exploring lay people’s personal experiences of 
the therapeutic use of music, highlighting the uses of music in self-healing, as well as to 
help others and further to this, technological changes, political difficulties and cultural 
differences within music (Taylor, 2011). Now we turn to therapists as a source of further 
information, to consider how they may use music therapeutically. Indeed, the current 
literature lacks any coherent research of the use of music by psychotherapeutic 
practitioners as well as for personal ‘meaning making’ or therapeutic self-help.
Therefore, the aim of the research was to explore how music is perceived and experienced 
by psychotherapeutic practitioners in their work, inclusive of the possible personal use.
The research question can be summarised as follows: ‘What is the perception and 
experience of psychotherapeutic practitioners of the use of music therapeutically?’ The 
objective was to introduce a qualitative perspective to the study of music as a 
psychotherapeutic tool for practitioners, who may be interested in its use with clients.
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Methodology
This study adopts a qualitative perspective to explore how psychotherapeutic practitioners 
use music therapeutically (whether personally or to help others). Qualitative research 
methods are said to be concerned with the meaning of data and how individuals make 
sense of their personal experiences as opposed to seeking an objective reality equal for all 
(Willig, 2008). This approach will be employed here as the process is led by the individual 
and allows for an open-ended, flexible approach through which his experiences can be 
voiced and meaning applied.
In the first instance, a semi-structured interview was utilised (appendix 1). These 
interviews are said to be ideal for a qualitative study, as they allow individuals to tell their 
story and fiirther that the format gives the researcher the flexibility to explore 
collaboratively any interesting areas that are introduced by the individual (Lyons & Coyle, 
2007).
To analyse the data, template analysis (TA hereafter) was employed. This style of 
analysis, described by Crabtree and Miller (1992) is based on phenomenological 
philosophy and was further developed by King (1998, 2004b) using analytic rigour. The 
use of TA can be justified in this research as it can be used with any amount of 
participants, but reportedly works well with a sample size of between 10 and 25 and also 
when there are two or more groups within the participant pool (King & Horrocks, 2010). In 
addition to this TA allows for theoretical concerns to be brought into the analysis; 
providing systematic use of existing theory and data, thus allowing for incorporation and 
development from previous research (Taylor, 2011). The structure of TA also allows for a 
thorough development of a final template from an a priori template to examine the data for 
meaning, thus increasing efficacy of collated results.
Participants
Purposive sampling was used to recruit participants; that is, participants were selected 
according to their potential relevance to the research question (Willig, 2008). Participants 
shared a key feature being that they were all psychotherapeutic practitioners (trainees or 
qualified). This provided a cross-section within the sample in terms of their stage of 
experience in practising. A total of thirteen participants were recruited by advertising on
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social and professional networking forums and groups (such as Facebook and Linkedin) 
inviting trainee and qualified psychotherapeutic practitioners to participate, explaining the 
nature of the research. The participants recruited were within the age range of 28-64. Of 
these, six were trainees (four in their final year of counselling psychology training and two 
in their first year of transactional analysis training and seven were qualified 
psychotherapeutic practitioners (two clinical psychologists, one educational psychologist, 
two psychotherapists, one transactional analyst and one psychodynamic counsellor). In 
total, there were nine female participants (five qualified psychotherapeutic practitioners, 
four trainees) and four male participants (two qualified and two trainees). Participants were 
from four different nationalities: White British, American, South African, Greek and 
Turkish. However the one African participant and two American participants identified 
themselves as British due to the length of time they had resided in the United Kingdom.
Ethical considerations
Ethical consideration was given to the study by following the British Psychological Society 
(2009) ethical guidelines. Furthermore, the university ethical considerations flow chart 
(appendix 4) was adhered to. Participants were all recruited as either trainee or qualified 
psychotherapeutic practitioners; therefore not fi*om any vulnerable client groups. The risk 
that the study could cause distress, anxiety, guilt, offence or pain to the participants was 
judged to be minimal. They were made fully aware of the nature of the study before taking 
part and informed that they had the right to withdraw from the study up to four weeks after 
being interviewed, prior to the analysis of data. After the interview, participants were 
debriefed and provided with the contact details of the researcher and research supervisor 
for any questions or concerns they might have.
The non-directive interview (appendix 1) contained open-ended questions to which each 
participant answered with chosen material brought by himself. Written consent was 
obtained by all participants in advance and the researcher also confirmed consent at the 
start of each interview. To further protect confidentiality and anonymity, the researcher 
asked participants to ensure that they would do the interview in these instances in as 
private a setting as possible and the researcher also ensured that she could not be overheard 
either. All telephone numbers and Skype user names were treated with confidentiality, 
ensuring that no one other than the researcher had access to them. All participants have 
been given a pseudonym in the written up transcripts (see appendix 7 to view one of the
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interview transcripts) and any other identifying material changed. Once the study is 
completed, all interview data will be kept for five years in line with the data protection act 
(1998).
Procedure
The researcher interviewed each participant either in person, via telephone or Skype, 
depending on whether the participant’s location was accessible in relation to the 
researcher’s location (as some participants lived outside of the United Kingdom). Before 
giving written consent (appendix 3), participants received an information sheet (appendix 
2) and were given clear briefing via email and prior to commencing each interview, 
detailing the nature of the research. Participants were asked if they would like to receive a 
written summary of the findings and if they would be willing to give feedback on their 
interview experience. This could be used to inform the researcher of any adjustments she 
may make use of in subsequent interviews.
Demographic details of the participants were obtained (ethnicity, age, gender, formal or 
professional training in music, psychotherapeutic qualifications and duration since 
beginning practice, the music and instruments liked or used, what age they learnt a musical 
instrument, age they remembered first being exposed to music, when chose to use music in 
clinical work) in order to assist the reader in understanding the context.
A semi-structured interview schedule was developed by the researcher to provide 
consistency and flexibility and contained a series of questions and prompts that were used 
to guide the interview and gather as much information as possible. The interview schedule 
(Appendix 1) consisted of seven questions (broad and specific) which were all music 
therapy related, developed from the literature and the researcher’s previous study (Taylor, 
2011 unpublished thesis). Interview questions were designed to obtain in-depth, rich 
accounts of each participant’s experience and perception of the therapeutic use of music.
Credibility checks were ensured by following the guidelines developed by Yardley (2000, 
p. 219) which are of particular pertinence to qualitative research. These are: “sensitivity to 
context”; “commitment and rigour”; “transparency and coherence” and “impact and 
importance”. Yardley (2000) highlights the importance of explicating context, prolonged 
engagement with the topic and demonstrating reflexivity and transparency. These
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guidelines were followed for this study by ensuring sensitivity to all material given by 
participants throughout the whole research process, awareness of current literature and any 
issues of diversity. The researcher invested commitment and dedication to representing the 
participants’ given material thoroughly. The write up of the research was presented with 
transparency and clarity and adopted a coherent approach in following the principles of 
TA. The researcher aspired to display validity by using TA to examine participants’ 
accounts and to develop the available research on the psychotherapeutic use of music.
Analytic strategy
TA analyses qualitative data using a coding template developed by the researcher that is 
useful in illuminating information from participant interviews that is relevant to answering 
the research question. It is a favourable and flexible approach that allows for the 
consideration of existing theoretical perspectives and previous research to be brought into 
the analytic procedure. TA focused on participants’ attempts to make sense of their 
experiences and the researcher’s engagement with the process of description and 
interpretation (King & Horrocks, 2010). The researcher also took into consideration 
previous research from an unpublished thesis (Taylor, 2011 unpublished thesis) and 
literature available to capture as full a picture to represent her understanding. The 
researcher holds a critical realist epistemological position whereby she is attempting to 
access the participant’s knowledge whilst acknowledging the possible implications a 
process of interpretation may have on reaching this truth.
A hierarchical coding was used with broad themes containing narrower ones (Langdridge, 
2007). The researcher read a sub-set of three of the participant transcripts and examined 
them against a list of predetermined themes for meaning based on previous research and 
theory (Miles & Huberman, 1994). Six first-level codes were identified and constructed 
that formed the basis of the investigation: ‘Culture’, ‘Background’, ‘Musicality’, ‘Work 
context’, ‘Therapeutic elements’ and ‘Emotion’ (see appendix 5 for a priori template). 
This initial template was changed as the data were examined. This is based on an inductive 
and deductive process whereby the template was transformed to correspond to the data 
found and existing theoretical concerns of the researcher. Coding categories (referred to as 
a priori themes) were added, revised or deleted to develop the final template and obtain an 
account of the findings based on the codes considered important in evaluation. The four 
first-level codes remaining were then sub-divided into further levels of lower order codes
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to analyse the text relating to different levels of specificity under each theme: ‘Historical 
background’, ‘Therapeutic elements’, ‘Emotion’ and ‘Embodiment’ (see appendix 6 for 
final template). A new first-level coded theme was identified: ‘Embodiment’, whilst three 
other initial first-level codes were deleted or combined with other coded themes. These 
were then discussed with the research supervisor to enhance ‘credibility checks’ (Elliot et 
al., 1999) ensuring that a final master template emerged to represent and fit all participant 
transcripts.
Interpretations of an analytic, narrative account fitting with the aims and purpose of this 
research will be provided in the results section of this report, with segments of the 
interview dialogues supporting each theme within the final template. This will ensure both 
coherence and transparency of the analysis.
Results
The researcher has chosen to concentrate predominantly on reporting findings fi*om higher 
level codes of the four major themes due to the rich nature of the data. To aid accessibility 
and ease of reading, the results are presented in accordance with the first-level codes 
developed.
Many of the themes found overlapped with one another. The researcher focused on 
interpreting the richest data using relevant quotations to augment meaning that was most 
representative in answering the research question, contributing to existing literature not 
already covered. Therefore not all data will be discussed in equal depth.
Historical background
The theme ‘Historical background’ addressed coming together through the use of music 
creating unity within a community. Participants were able to relate to their own culture 
within their family history in explaining their personal development of the use of music 
and its impact on their sense of belonging.
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Jess, a trainee counselling psychologist elaborates on her understanding of historical 
association and development of music:
“Cavemen started taking sticks and beating rocks you know? Making rhythms and 
chanting things to tell stories. I  think people use music to tell a story for them a lot o f the 
time ”.
Candy expresses how history is connected with culture:
“Some people seem to use fo lk or traditional music as ways to help ground them in a sense 
o f history, in a sense o f connection through history with other people and with their own 
culture ”.
Mark who grew up in Africa explains:
“...it’s veiy much a kind o f a way that communities connect, certainly in Africa. So it’s 
very much a shared participation and connection, whatever the tribe or the community ”.
Jan describes the place music has in her life:
“It is very much part o f my life. It is something that is integral to my life ”.
Mark shares a similar viewpoint. He appears to describe music as part of his identity:
“I ’ve loved music all my life, I  can’t imagine life without it... i t ’s really part o f who I  am ”.
The word ‘part’ is used in both of the quotes above and appears to represent a part-self, but 
a part that is vital. The word integral may be representative of how music integrates and 
holds the individual together.
Similarly, Candy describes being formed of multiple musical parts:
“... these days I  mostly sing with other people; i t ’s one o f the most profound ways o f  
connecting with other people around something much larger than any o f us, or all o f us put 
together. For me music, i t ’s a personal, i t ’s a private, social, sacred; i t ’s so many things ”.
She uses music as a way of connecting with herself and others and the many elements of 
her life that it forms.
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Therapeutic elements
Sara explains the personal therapeutic use of music to evoke memories:
"...to transport them back to memories, good memories and painful memories -  use it 
psychotherapeutically themselves in that respect without necessarily realising they are 
doing it”.
Working therapeutically with substance abuse users Jess has related to their experience via 
association to songs that tell a story of their life:
"You know Neil Young’s Needle and the Damage Done’. Steppenwolf ‘The Pusher’. You 
know sometimes when I  am working with a substance misuse client this does come to mind 
very much ”.
Paul describes music as providing a story to narrate his journey in life:
"...on some levels i t ’s been a sound track to my life”.
Pat mentions her view of the loss of providing a variety of therapeutic approaches within 
the National Health Service (NHS):
"But thinking about the future; it would be really sad i f  these alternative, creative ways o f  
doing more therapy are lost. Which it feels in the NHS they ’re getting more and more 
diminished”.
Jess highlights her perception of the lack of integration between music therapy and 
psychotherapeutic practitioners as well as a lack of attention paid to the therapeutic uses of 
music in counselling psychology training:
"Well as I  said I  know that music therapy is a niche. It would be awfully nice i f  they shared 
some o f what they do with the rest o f us. And who knows, maybe I  will come up with 
another intervention that uses music and works really well. But the thing is it is not 
mentioned on counselling psychology courses is it? ”
Participants’ reasons for not using music in their work was at times expressed as resulting 
from a lack of confidence, due to non specific training in the use of music therapeutically. 
Tami was one of the participants to express this concern:
124
"You just have to be very, very careful how it is used I  think...since I  am not formally 
trained in using - 1 have no training or experience ”.
Tami appears to be expressing separateness between music and non-music psychotherapy 
and her felt need to apply caution to using music therapeutically. The expressed concern 
of the use of music therapeutically was extended by Tami in relation to her role and 
context not possibly allowing for the use of music as a therapeutic tool:
“... my role does not necessarily allow that at the moment ”.
Tami seems to be expressing prohibition in using music therapeutically, again reinforcing 
her lack of confidence to do so.
In her therapeutic work with clients, Jess has personally integrated music through adaption 
of a model for anxiety (Wells, 1997) and in relaxation exercises:
"But another way o f  using it o f  course is a lot o f these relaxation tapes have very lovely, 
very soft and gentle music behind them ”.
Of the participants who did not feel they integrated music into their clinical practice, most 
did however use it as an integral part of relaxation exercises; an aid and tool which also 
linked to the theme ‘Embodiment’.
Jan elaborates upon the impact a metaphorical example from a song that a client had 
brought to her:
"Because I  am probably 20 odd years older than her, it provided a connection between us 
and a current metaphor that we both understood”.
Jan further notes her experience of using music as implemented within dialectical 
behaviour therapy for planned crisis intervention. This connects a therapeutic intervention 
with ‘self-soothing’:
"...we have crisis plans and we do, part o f that is maybe self soothe. And we use the five  
senses to self soothe... So we have this thing called act opposite. So i f  you are feeling really 
low, maybe put on a really good song”.
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Psychotherapeutic practitioners who had experience of using music therapeutically did so 
in various contexts and with varying client groups.
In his clinical work, Pierre uses music therapeutically with young people:
"...we put only the background o f instruments and then they create on it -  they only just 
rap on it -  then we record and then we listen and then we discuss what the lyrics might 
represent to them. ”
Pierre further expresses the positive impact music has had on his therapeutic working 
relationships:
"Ido believe that helped our bond...the therapeutic alliance”.
In terms of devising a psychological formulation. Candy notes a collaborative approach to 
the therapeutic relationship:
"It becomes one o f the many experiences with or o f them that helps inform my 
understanding o f who they are and what’s going on for them. ”
Music has aided Candy’s understanding of transferential issues when given music to listen 
to from a client or is played music by them:
"...Is he serenading me? Is there something seductive going on? Or is it just that he really 
needs me to bear witness to this very tender loving part o f him that doesn’t get expressed 
in some other ways? Is he trying to divert my attention with a kind o f serenade or is he 
trying to get a veiy healthy attention for some part o f him that isn ’t recognised enough? ”
Jess notes her experience of transference through music and its lyrics:
"So for example Steppenwolf s track ‘The Pusher ’ the chorus is essentially ‘God damn the 
pusher man ’. So I  think the meaning is pretty clear. So it might express something that I  
am feeling about the client”.
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Candy further extends her understanding of the use of music therapeutically to depend 
upon the theoretical orientation of the therapist:
"...I mean some very strict more traditional psychoanalytic people would really not want 
anybody bringing in music because they would regard it as a diversion from  -  or as 
diluting the transference blah, blah, blah, blah. Others would say "Bring it on. I ’ll bring 
my guitar too. ” It would depend on the school o f psychoanalytic thinking. Some CBT 
practitioners wouldn ’t want anything to do with it because "We have our agenda. We ’re 
going to fill out our agenda, boom, done. ” Some family systems would, some wouldn’t. 
Just to sort ofpick a few, gestalt people probably would dig it... ”.
Importantly, Pat and Candy highlight the issue of intrusion through the use of music within 
an organisational setting. Thus this presents a potential issue of the use of music in a 
therapeutic setting. Candy hints at further relational dynamics which may include music as 
the third in the relationship:
"...if they brought an amp fo r their guitar, you ’re going to hear it, and then that’s intrusion 
on other people’s space. So i t ’s not just about me and my client ”.
Jan also considers her views on music as self-disclosure:
"When I  am practising, I  think bringing in music, in a way, is self disclosure ”.
Emotion
Jan suggests she may be using music as a way of transforming or avoiding difficult 
feelings:
"I also use music, particularly, i f  a client is late...and listen to some music to try and keep 
calm i f  I  am worried about them. Or i f  I  feel annoyed, to try and, I  will sometimes use 
music to keep focused on making myself open fo r  them. I f  they don’t turn up, I  feel at least 
I  have held them in mind”.
Jess describes how music can enhance a mood:
"And you know sometimes it is there to enhance a mood. You know also simply 
pleasurable. Something delicately playing by Debussy on the piano is like a floating 
feather”.
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Candy describes the self-soothing and containing benefits of music (linking ‘Emotion’ 
with ‘Therapeutic elements’):
"...some people clearly find  it as something terribly important that sustains them and is 
like a cocùon around them...for some people i t ’s the only way they have to express 
themselves or something that they’re struggling with, whether i t ’s expressed through 
playing music o f other people or music that they make themselves ”.
Further to this, Candy describes her experience of engaging a client therapeutically through 
the use of music to explore difficult feelings:
"The music itself...became an angle in to talk about some o f  the extremely violent feelings 
he had, the anger behind that and the hurt behind that, and some o f the early childhood 
experiences that led to all o f that ”.
It is interesting that ‘Grief, a lower order code of ‘Emotion’, became particularly 
prominent amongst some participants’ personal experiences. Candy reports being with a 
client whilst grieving:
"music would come to mind while I  was in session and I  really had to contain myself 
because the music made me want to cry. And I  needed to cry but now was not the time...it’s 
all part o f life’s rich tapestry.
Bob describes his personal experience in relation to grief as a process, highlighting a lower 
order code ‘Pain’:
"...it was painful but it helped...It helped...and now I  am learning it on the guitar...I would 
play sad tracks on the iPod because I  fe lt that I  had to get out, i.e. grief, to get out”.
Paul describes his therapeutic work with clients experiencing grief:
"...it was used as a way o f facilitating a cathartic release; o f gaining closure; o f  
mourning”.
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Both Bob and Kelly’s connection with music enabled them to feel that they were not 
burdening others. Kelly describes:
"I think it was my way o f staying with my sadness, staying with my heartache without 
bothering anyone else andkindaprocessing that”.
Sara expresses her experience of clients connecting with music emotionally:
"I have got one client, years ago I  remember, who told me that he hadn’t cried for years 
and years and years and the only time he cried was when he heard one particular piece o f  
music. I  think it’s extremely powerful. ”
Further to this, Sara utilised music to explore emotion and develop a further understanding 
of her client:
"...I asked this particular girl what her desert island discs would be and they were all -  
she told me what memories she had attached to them -  and a lot o f it was teenage angst 
and unrequited love, but the majority o f them were really really angry. There was nothing 
there that was uplifting or positive, so it gave me a lot o f insight into her inner world that 
she was relating to. A very dark, painful, self-destructive type o f music, which I  thought 
was very useful. ”
Mark describes his music teacher’s wish for him to continue singing to reach emotions at a 
deeper level:
"She’s very, very keen fo r  me to cany on singing, to try and develop that richer quality to 
my sound production that hopefully will open up some o f those deeper things for me ”.
Sara uses music therapeutically with young clients as a form of expression, through 
dancing to music they create. She reports experiencing positive results and highlights a 
connection to the first level code ‘Embodiment’:
"Well I  have used it, as I  say, about 3 or 4 years ago now, with a boy who was diagnosed 
with ADHD, he was also ASD and he found it veiy difficult to communicate anything at all 
and he would come and see me and he had a lot o f physical energy and an awful lot o f  
emotional feelings he couldn’t express. We started using music just by banging drums in
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my box, my therapy box....So then I  tried just playing some music which we danced to in a 
way o f expressing anger ”.
Kelly also supports the links made between ‘expression’ and ‘embodiment’ in sharing her 
experience of using music therapeutically through dance:
"...it’s slightly exercise based so they probably do it a lot fo r  that but I  do think there’s 
something about expressing yourself through dance that really helped with music -  i t’s 
very therapeutic fo r  them ”.
Sara describes her personal view of music linking the ‘Emotion’ to ‘Embodiment’:
"Music is a form o f expression -  a physical expression and an emotional expression. 
Music can make me cry like nothing else and it can make me very happy and excited; and 
it can make me want to dance and it can calm me and excite me. I t ’s a way o f letting my 
emotions out”.
Embodiment
Pat notes the use of music as a form of non-verbal expression:
"...I think there’s lots that people cannot express verbally that sometimes can be expressed 
through music ”.
Candy uses music to aid her mentally and physically also connecting ‘embodiment’ and 
‘emotion’:
"I use music to dance and to help me get back in touch with my body i f  I ’ve been feeling 
not so in touch with my body. To lift my mood, to comfort me when I ’m feeling sad... ”.
Kay describes her preference for the use of drums as a containing therapeutic instrument, 
like a second skin enveloping an individual:
"I think they hit the body at a very primal level because o f the vibration, it really vibrates 
in the gut. I  think therefore people can relate to it and feel quite easy. Also yo u ’ve got the 
touch on the skin and i t’s skin to skin. The skin o f the drum and the hand, the skin, and its 
movement that comes with that too. I t ’s kind of, encompasses the whole person ”.
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As has been shown, there are links between first level codes. Mark links the theme of 
‘Embodiment’ to ‘Historical background’:
"I think that that kind o f African tribal rhythm, using the body and using music, have very 
therapeutic effects
Whilst linking music and the body to his own cultural upbringing, Mark appears to be 
attempting to speak of something that is lost in our own culture. Perhaps this feels lost to 
him now having developed his life in a different culture, in the UK.
Discussion
This research has added a valuable contribution to existing literature, exploring the 
therapeutic use of music by non-music therapists. Participants expressed the personal and 
professional therapeutic use of music. They each related to music as encompassing their 
lives. Whilst acknowledging the varied therapeutic qualities of music (such as accessing 
emotion and physical expression), a lack of confidence to implement it into their practice 
was expressed. These findings support research that music can be used to enhance 
therapeutic change, for example, eliciting emotion (Bunt & Pavlicevic, 2001).
In forming this discussion, as part of the research process, the researcher will use personal 
reflexivity to reflect upon her involvement and possible implications of her own beliefs, 
values, interests and experiences in affecting the direction and possible impact on shaping 
the research outcome. It has been argued by Payne (2007) that reflexivity allows 
acknowledgement by the researcher in their creative role through the analysis of data. 
Further with epistemological reflexivity, Willig (2001) allows for reflection of one’s 
assumptions of the world through the research process. Qualitative research allowed for 
personal and critical self-reflection and through epistemological reflexivity, the research 
was co-constructed. Using subjective reality, the researcher remained flexible and will now 
consider alternative explanations.
Recruiting participants raised various obstacles. Participants were recruited whether they 
were qualified psychotherapeutic practitioners or trainees. Initially the researcher restricted 
recruitment of participants to qualified psychotherapeutic practitioners only, to yield more 
data the study was opened up to trainees. This was decided because whilst TA has been 
stated a qualitative method that can be used with any participant number, it works
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particularly well with a sample size of between 10 and 25 (King & Horrocks, 2010). TA 
also allowed for the comparison of these two groups within the pool sample. However, 
there were no differences found between the two groups’ perceptions and experiences. 
Although some trainees did not have clinical experience of using music therapeutically, a 
further justification of their inclusion was that they were able to refer to their personal 
experiences of the use of music. They also reflected upon how they perceive music could 
be used therapeutically in their work. Similarly, some qualified practitioners did not feel 
they had much clinical experience of the use of music but were able to elaborate on their 
personal use of music.
Some participants booked an interview date and time with the researcher but did not keep 
to this appointment, even having returned their consent forms. This wasted valuable 
research time leaving the researcher frustrated. Many potential participants expressed 
interest in having an informal conversation with the researcher based around her studies. 
As soon as the researcher informed some individuals that written consent would need to be 
obtained and interviews recorded it appeared to discourage individuals from participation. 
This was regardless of thorough briefing of confidentiality. As has been stated by Warren 
(2002), this could possibly be because recording of the interviews also carried different 
meanings for people: highlighting the formality of the research could have encouraged 
those who did participate to give the researcher ‘what she wants’ in the interview. 
Interestingly, this could also be linked to the notion raised by Bruscia (1998) that it may 
not be necessary to transfer the therapeutic qualities of music into words. This may 
highlight possible difficulties of the participants expressing such experiences into written 
and verbal words, which may also transpire with the clients whom they work with. The 
researcher experienced that some participants appeared visually and tonally to express guilt 
upon informing her that they were not associated with any music therapy groups, 
organisations or associations (which none were).
The researcher found that once interview recording was stopped some participants then 
went on further to elaborate their experience in rich detail, which could have been valuable 
had the recording continued. Some participants later emailed the researcher with further 
descriptive detail or reflections, thus displaying the inhibiting effect recording interviews 
may have had. This was regardless of measures taken to ensure thorough repetition and 
checking with participants as to whether they had any further comments or feedback before
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recording was stopped. To counteract this potential difficulty, the researcher could have 
asked participants if they would mind repeating what they said off recorder, by turning it 
on again. Such scenarios could have reinforced a difficulty participants may have felt in 
expressing their experiences verbally, yet the research gave them curiosity of the topic, 
being thought provoking which enabled them to reflect upon and digest their experiences 
further.
Allowing for telephone and video-conferencing created a large and diverse yield of 
participants. It has been pointed out by the British Psychological guidelines (2008) that 
participants may not pay close enough attention to what they are consenting to via the 
internet. To reduce this risk, the information sheet and consent statement were kept brief 
and uncomplicated. Prior to commencing the interview, the research was explained and 
consent also verbally obtained. However, some of the interviews were poor in recorded 
sound quality, which meant parts of the transcript were omitted with possible fruitful data 
being missed.
Telephone interviews did not allow for possible visual interpretations and analysis of body 
language to be made, or the rapport to develop between researcher and participant. Strong 
and consistent research findings showed that there are gender differences amongst 
interviews conducted via telephone. Women have been found to use the telephone in a less 
instrumental and more relational way than men (for example, Smoreda & Liccope, 2000) 
due to gender role differences and systemic reasons such as work patterns and family life. 
However, Ling (2000, p. 72) has pointed out a possible danger of over concerning the 
extent to which the medium interprets the message, thus supporting the researcher’s 
inclusion of telephone and Skype interviewing:
"...people are quite able to adapt communication to the medium available. A medium will 
develop a unique form into which we will apply meaning... the telephone conversation... is 
broad enough to allow for the inclusion ofpara-language ”.
The longest interview lasted a total of 50 minutes. The length of interview did not 
necessarily reflect its quality, nor highlight any differences amongst gender or qualified 
status. Some participants were more concise in their answers, thus not allowing for 
elaboration. Others were faster in reporting their experiences (i.e. speaking freely, covering 
more than one interview question in their answer).
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Using "epistemological integrity” (Marshall & Rossman, 2006, p. 55), the very nature of 
this research has connected to the encompassing strategy and methodology including its 
design and research question. By definition, the ontology of this research: the "science o f  
study o f being” (Blaikie, 1993, p. 6) was explored with the use of TA as a method. 
Adopting a phenomenological stance to explore psychotherapeutic practitioners’ 
perceptions and experiences of the therapeutic use of music, this study was able to uncover 
current and relevant perspectives in the research process. Through the use of idiographic 
interpretation, this study set out to create understanding, meaning-making and further 
develop existing literature in this area.
Rich personal accounts were given by participants to this research. Staying close to a 
phenomenological understanding of participants’ individual accounts and experience is 
philosophically in keeping with the identity of counselling psychology. Such accounts have 
been suggested too descriptive (Langdridge, 2007, p. 158). However, TA is an example 
of a methodological approach that is informed by phenomenology and is not just 
descriptive but also interpretative.
A disadvantage of presenting individual accounts of perceptions and experience under 
themes could contribute to difficulty in the reader gaining a sense of individual accounts 
and the shape that they take. It has also been suggested that TA could produce fabricating 
evidence as a potential problem in the interpretation process (Dey, 1993) and further, that 
this could be created unintentionally, an unconscious "seeing” or data expected to be 
present that is not (Crabtree & Miller, 1999, p. 69). On the other hand, evidence could be 
discounted or misinterpreted by the researcher. King and Horrocks, (2010) encourage 
researchers to use as many levels of coding as is needed to capture and organise meanings 
identified in the transcripts. Thus, TA enabled the researcher to use four levels of sub­
themes, creating detailed evidential segments to represent the data.
Although TA allows for a variety of interview methods, the researcher did not want to 
extend this in allowing the use of email interviewing or questionnaire methods, as she 
wanted to keep the interaction as relational as possible. This would allow for development 
of rapport with participants, the use of prompts by the researcher and further, for the 
researcher to notice body and tonal cues, thus contributing to her interpretation of the 
findings and the in-depth nature of the study.
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At times, participants’ personal accounts created a powerful emotive experience for 
themselves and for the researcher as an observer. It was this aspect of the research that the 
researcher could particularly identify with: the use of music to engage with emotion and as 
a form of self-healing.
Issues of diversity were present at times between the researcher and participants from 
cultural upbringing to differences in age, whereby some participants spoke of music or 
musicians with whom she was not familiar. In this scenario, the researcher was unable to 
fully understand the meaning attached by the participant to a particular genre of music. 
Further, the use of English language in the interviews at times created a barrier. The 
researcher’s understanding and interpretation may have been perceived to mean something 
differently by a participant who was not fluent in English. However to combat this, the 
researcher did seek clarification when she was unclear and used paraphrasing to check with 
participants that what she had understood was correct.
It became apparent throughout the researcher process, that participants may at first have 
indicated that they did not use music therapeutically, but often as they shared their 
opinions of its possibilities, they realised that they in fact had in various ways. As 
highlighted by Bruscia (1991) the development of music extends to a lifelong process.
Conclusion
This study set out to explore the experience and perception of psychotherapeutic 
practitioners of the therapeutic use of music. This research has provided insight into the 
various meanings and functions that music can have both personally and professionally, for 
psychotherapeutic practitioners and further, its perceived impact on clients they work with.
Participants related to music culturally, reflecting on memories, family history and their 
upbringing. Music could be used to narrate life experiences and was found to be a form of 
expression both emotionally and physically in its personal and professional use amongst 
various client groups. A lack of integration between music therapy and psychotherapeutic 
practice was raised as an issue which clouded some participants’ feelings of confidence in 
implementing music into their clinical practice.
This research appears to have had positive contributions of encouraging psychotherapeutic 
practitioners to use more creative means within their therapeutic work, whilst ensuring that
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they feel equipped to do so. Thus, this highlighted for some participants, a need to develop 
skills within their scope as psychotherapeutic practitioners to utilise music therapeutically. 
The research indicated support amongst psychotherapeutic practitioners for the use of 
music within the field, whilst drawing attention to not only the developmental needs 
individually but also of the profession, particularly in terms of the relevant research 
literature available. The findings of this research included both qualified and trainee 
psychotherapeutic practitioners, with no divergence found between groups.
Further research could look at client perspectives or the therapeutic process between 
psychotherapeutic practitioners and their clients as facilitated by the use of music. 
Quantitative research may yield larger participant samples for further insights, yet it would 
not have specific value to the research question. However, this study was able to pay close 
attention, gathering depth and insight into the personal journey of each participant. 
Furthermore, this was in keeping with the researcher’s philosophical and 
phenomenological stance and her found identity as a counselling psychologist, providing 
adaptability, with reflective and reflexive professional skills.
Currently, therapeutic uses of music do not appear to be integrated with psychotherapeutic 
training programmes, but further specialised training routes are available separately. This 
could possibly represent implications for its emergence into the psychotherapeutic frame. 
Due to standard teaching requirements needing to be completed within psychotherapeutic 
training programmes, the therapeutic use of music may be overlooked. Additionally 
participants of this study expressed a lack of confidence in making use of music within 
therapy without further training. Psychotherapeutic and counselling psychology has been 
suggested to offer a variety of accessible theoretical approaches to therapy (Draghi-Lorenz, 
2010). With this in mind, perhaps music therapy is an approach that could be integrated 
into the diverse spectrum that the profession holds.
The composer Robert Schumann said: "Music . . .  is the spiritual language o f emotion, 
which is hidden more secretly than the soul . . . just as at the clavier the keys must be 
touched before they sound; it is only then that the emotion communicates with the 
slumbering realm o f tones” (Cobb, 1992, p. 140). If so, it is no surprise that music has been 
and is used therapeutically in so many guises.
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Personal Reflections
As a counselling psychologist in training, I became aware of my own therapeutic use of 
music at particular times such as when under stress, or experiencing difficulties in personal 
relationships. It had also become particularly useful as I felt I was developing personally as 
an individual through therapy. Listening to background music, I realised this enabled me to 
further reflect on my life and modify my own mood. This could be in preparation for 
particular events or upon reflection or reminiscing memories from the past. I noticed that 
the music and the lyrics that I listened to moved me emotionally. I was left pondering what 
space music had in the profession of psychotherapy and counselling psychology as a tool 
and aid to therapy provided. I was aware that music therapy existed, but not how it could 
be implemented into my own profession, if at all.
I became aware that I had in fact come into contact with therapeutic elements of music 
within a therapeutic context. Having previously worked in a supportive role within a 
community mental health team, I remember one client in particular who would use music 
to sooth the distress he experienced from psychotic features whereby he would hear voices 
in his head. He used music as an aid to distraction.
Although I have not directly used music as a tool within therapeutic sessions with clients, 
within a CBT (cognitive behavioural therapy) context, I have given clients homework to 
use relaxation CDs which implement the use of music into their technique. I have also used 
music to create an atmosphere for clients arriving for a stress control therapeutic group. 
Although I have not used music as a tool or aid in therapeutic sessions, clients have 
brought music into our sessions. This has been done, not through instruments or sound, but 
through discussions of how they experience music outside of the therapeutic space. One 
client I am seeing this year has informed me of a song by the artist ‘Jessie J ’ which she 
finds particularly helpful. She uses the lyrics: “It’s okay not to be okay” to allow herself to 
stay with her emotions and relieve herself from internal pressure on days when she is 
struggling. In this sense she is using a positive alternative thought and statement to combat 
her negative, critical thoughts towards herself.
My first year placement as a counselling psychologist in training was at an all girl’s school. 
I remember one client in particular who would sing to me in our sessions. For her, singing 
was a way of expressing emotion and narrating her experience in life.
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Music also enables me to deepen my reflection toward clinical work as well as my own 
personal self-reflection. It allows me to connect songs and their lyrics to clients I may be 
working with or trying to understand further. This has enabled me to develop upon 
formulations of clients, deepen the felt empathy towards them, or to get in touch with their 
experience or emotions they may be encountering.
I have developed a personal understanding and appreciation of child development through 
using music. Eighteen months ago I became an aunt for the first time. I have noticed that 
the most successful way for me to engage my niece is through music. She responds in a 
happy playful manner. I have also observed how music can be used to distract and calm 
her. She has now begun to dance, stamping her feet to create sound and music.
Having competed at international level as an athlete, music was used as part of my race 
preparation. I would listen to upbeat motivating music that would prepare my focused 
frame of mind to feel ready to compete with the aim of winning races. At international 
competitions such as World Championship events, competitors and spectators from all 
nations involved would gather to an opening ceremony where music formed a large part of 
the production. Music would also be played on loud speakers in between races. Once the 
music stopped, this would signal that a race was about to start. Music would be again used 
at the closing and awards ceremonies. In the latter, the top three in the race would stand on 
the podium and along with spectators pay respect to their national anthem being played and 
the flag of these athletes’ countries raised. Having been in this situation, it is an 
achievement to be proud of and an experience that everyone can enjoy, creating a sense of 
cultural unity. This experience of music motivated me within a sporting discipline. Closer 
to home, I hold memories of London’s diversity at the Notting Hill Carnival. All ages, 
race, culture and religions gather and celebrate music together. It is a joyful event that is 
embraced by many.
As a child, I learnt the violin. I thoroughly enjoyed this learning experience and performed 
in the school orchestra but unfortunately, the joyful experience evaporated and I stopped 
playing. This is reported to be not be uncommon (Skar, 2002). Even though I had this 
earlier experience of playing music, I would not describe myself as ‘musically minded’, 
although it is interesting that during my current personal and professional development, I 
have leant on music as a form of support that I can describe as enlightening.
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This year, I have developed confidence in the possibilities of music being brought into the 
therapeutic space. I can now appreciate how powerful messages can be expressed from a 
client through lyrics or metaphors within a song they may bring. I have also discovered 
through the context of a CBT placement how useful music can be as a relaxation aid. As a 
profession, I encourage that we can embrace music as a therapeutic tool within the field of 
psychotherapeutic and counselling psychology.
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APPENDIX 1
Research question:
What is the experience and perception of psychotherapeutic practitioners of the use music 
therapeutically?
Research schedule
1) What is music to you?
2) What do you think people use music for?
3) Can you tell me about use of music in your personal time?
4) Can you tell me about the use of music to help others, if there is any? How do you do
this? What about the people you work with or are associated with?
5) Can you tell me about the use of music in your therapeutic work? Why do you use it?
Prompts- Particular client group? Formulation?
6) Can you tell me about any music therapy groups, organisations or associations you
are connected with?
7) How do you see the future of the therapeutic use of music?
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APPENDIX 2
UNIVERSITY OF
Participant information sheet
You are invited to take part in the following research:
I am investigating the experience of psychotherapeutic practitioners who use music 
therapeutically in their clinical work.
Semi-structured interviews of approximately 30 minutes long will be used to collect the 
data from participants.
Anonymity is guaranteed. Each interview will be audio recorded and transcribed with any 
identifying details removed.
Extracts from the transcript may appear in my report and in publications arising from it. 
The transcript may be viewed by my supervisor who will be involved in examining the 
report.
Everything you say will be treated with confidentiality, but there is a limit to this: if you 
disclose a risk of serious harm to yourself or others I may need to take appropriate action 
(this adheres to the ethical guidelines of the British Psychological Society).
Thank you for your interest in taking part in this research.
Yours Sincerely
Nicola Taylor
Trainee Counselling Psychologist
Psychotherapeutic and Counselling Psychology Professional Doctorate 
N.T aylor@surrey.ac.uk
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UNIVERSITY OF
Consent Statement
I agree to take part in this research, and am aware that I am free to withdraw at any time. I 
understand that the information I provide will be treated in confidence by the investigator 
within the limits described and that my identity will be protected in the publication of any 
findings.
Name
Signature
Date
Please note: if  you have concern about any aspect of your participation or any other queries please raise this 
with the investigator using the contact details above or via email, N.Taylor@surrey.ac.uk. However if  you 
would like to contact an independent party please contact the research supervisor (Dr Riccardo Draghi- 
Lorenz, R.Draghi-Lorenz@surrey.ac.uk).
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APPENDIX 5
Table 1 A Priori Template
1. Culture
1.1 Community
1.2 Bringing people together
1.3 Events
1.3.1 Celebration
1.4 Religion
2. Background
2.1 Family
2.1.1 Upbringing
2.2 Environmental exposure
2.3 Social aspects
3. Musicality
3.1 Innate qualities
3.2 Type of musical training
3.2.1 Formal musical training
3.2.2 Self-taught learning
3.3 Use of music in therapy
3.3.1 Music therapy
3.3.2 Use of music in talking therapies
4. Work Context
4.1 Client group
4.1.1 Client suitability for the use of music
4.2 Organisational setting
4.2.1 Team approach
4.2.1.1 Peer support
4.2.2 Independent consultancy
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5. Therapeutic Elements
5.1 Clinical work
5.1.1 Assessment of needs
5.1.1.1 Music therapy
5.1.1.2 The use of music in talking therapy
5.1.2 Type of music
5.1.3 Story telling
5.1.4 Meaning making
5.2 Self Healing
5.2.1 Type of music
5.2.2 Story telling
5.2.3 Meaning making
5.3 Relaxation
6. Emotion
6.1 Expression
6.1.1 Powerful
6.1.2 Release
6.1.2.1 Grief
6.1.2.2 Pain
6.1.2.3 Difficult
6.2 Loss of emotion
6.3 Connection
6.3.1 Lyrics
6.3.2 Thought provoking
6.4 Mood
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APPENDIX 6
Table 2 Final Template
1. Historical Background
1.1 Unity
1.2 History
1.3 Family
1.4 Childhood
1.5 Community
1.6 Integral to development
2 Therapeutic Elements
2.1 Self healing
2.2 Self soothing
2.3 Self reflection
2.3.1 Memories
2.4 Models of therapy
2.4.1 Alternative therapy
2.4.2 Modes of training
2.4.3 Tool
2.4.3.1 Music as a metaphor
2.4.32 Creativity
2.4.3.3 Engagement
2.4.3.4 Adaptation
2.4.3.5 Transition
2.4.3.6 Careful caution
2.4.4 Client group
2.4.4.1 Inclusion
2.5 Relationship
2.5.1 Collaboration
2.5.2 Transference
2.5.3 Attachment
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2.5.4 Shared experience
2.5.5 Self disclosure
2.5.6 Support
2.5.7 Containing
2.5.8 Safe 
2.6 Communication
2.6.1 Understanding
3. Emotion
3.1 Expression
3.1.1 Release
3.1.1.1 Grief
3.1.2 Deep
3.1.3 Difficult
3.1.4 Pain
3.1.5 Lyrics
3.1.5.1 Powerful
3.2 Mood
3.2.1 Calming
4. Embodiment
4.1 Movement
4.1.1 Dancing
4.2 Difficulties verbalising
4.3 Physical sensations
4.4 Alternative to talking therapy
4.4.1 Body psychotherapy
4.4.2 Dance therapy
4.4.3 Drama therapy
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APPENDIX 7
Research Interview Sara
KEY: Nicola (Researcher)
Sara (Participant)
Nicola: Right, so my research question is ‘what is the experience or perception of
psychotherapeutic practitioners in the use of music therapeutically?’ First o f all I have 
just got some demographic questions if  that’s okay?
Sara: That’s fine.
Nicola: Okay, brilliant. The first one is, can you tell me your age?
Sara: Yes, 53.
Nicola: and would you describe your ethnicity as White British.
Sara:
Sara:
Sara:
White, yeah.
Nicola: and can you tell me what are your professional psychotherapeutic qualifications?
Sara: Right, I’ve got a masters degree from XXX in human sciences and a diploma in psychodynamic
counselling from XXX.
Nicola: and how long have you been qualified for?
Eight years -  2004, so eight years.
Nicola: and where do you work, what settings?
Sara: I work from home, in private practice and I also work for a charity with young people in a clinic
and school settings and as a private counsellor in two girls’ private schools.
Nicola: Okay. Do you have any formal or professional training in music?
No.
Nicola: Okay. Can you tell me about the kind of musical instruments that you like or use?
Sara: The only time I use music in my work has been using recorded music. I have used classical
recorded music and I have used loud percussion-style music with young children.
Nicola: Okay. Have you ever learnt to use a musical instrument at all?
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Sara: Yeah, I play the piano and I play the oboe.
Nicola: How old were you when you started to learn that?
Sara: I started to learn the piano when I was eight or nine, and I played the recorder probably from
five or six, and I learnt the oboe from 11.
Nicola: Okay. Can you remember the first time you were ever exposed to music yourself?
Sara:
Nicola:
Sara:
Nicola:
Sara:
Nicola:
Sara:
Nicola:
Sara:
Nicola:
Sara:
Nicola:
No but my earliest memory o f using myself was in a recorder group in my primary school, 
when I would have probably been six.
Okay and when did you first ever choose to use music in your clinical work?
That would probably have been three or four years ago with a six year old boy.
Okay and can you tell me about the type of music you listen to or play yourself?
A complete mixture, everything from contemporary music, things to dance to, things to relax to 
- 1 don’t have any particular preference.
Okay, that’s great. We are going to move on to the main interview questions now. To 
start, what is music to you?
What is music to me? Music to me is a form o f expression -  a physical expression and an 
emotional expression. Music can make me cry like nothing else and it can make my very happy 
and excited; and it can make me want to dance and it can calm me and excite me. It’s a way of 
letting my emotions out.
Okay, lovely, thank you. What do you think people use music for?
I think music for relaxation, for nostalgia -  to transport them back to memories, good memories 
and painful memories -  use it psychotherapeutically themselves in that respect without 
necessarily realising they are doing it. They use it to express anger, to have a physical outlet 
and I also think people use music to keep in touch with the world around them, with other 
people. I think it’s very unifying if  somebody hears about soul they can join in, it’s a very 
unifying experience.
Okay, that’s very interesting, thank you. Can you tell me a bit more about the use of 
music in your personal time?
What am I using it for myself, not therapeutically?
Yes, for yourself.
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Sara: Yeah, I go through phases -  sometimes I have it on all the time, other times I will choose the
radio instead, sometimes I will choose a spoken word instead and sometimes I will have nothing 
on. So it depends entirely on the kind o f mood I am in. I tend to find that if  I like something I 
keep on listening to it over and over again, and then I stop listening to it altogether. Sometimes 
I listen to it in the car and, again, it will vary - sometimes I will listen to something relaxing, but
mostly in the car I will listen to something that is quite up-beat - music that is kind o f fun, kind
of holiday music. I suppose that’s about it really.
I like sharing it, I like having music in the house -  not all the time, I don’t have it on if  I have 
got people with me -  dinner party or something. I don’t tend to have music on. I find that quite 
intrusive and invasive cos when I am listening to music I like to be listening to it rather than be 
distracted.
Nicola: Yeah, okay that’s a really interesting perspective, that last bit. It sometimes can be quite
intrusive.
Sara: It can be, yeah.
Nicola: Okay, that’s brilliant. Can you now tell me a bit about music to help others -  if  there is
any -  and how you may do this or people you work with or are associated with?
Sara: Okay. Well I have used it, as I say, about three or four years ago now, with a boy who was
diagnosed with ADHD, he was also ASD and he found it very difficult to communicate 
anything at all and he would come and see me and he had a lot o f physical energy and an awful 
lot o f emotional feelings he couldn’t express. We started using music just by banging drums in 
my box, my therapy box. I always used to have some bells and some maracas and something to 
bang and a recorder to blow, and we did that and he seemed to get quite a lot from that but to be 
honest I found the noise pretty excruciating. So then I tried just playing some music which we 
danced to in a way of expressing anger -  a bit like you would with a punch ball and he really 
really enjoyed it, it exhausted him and he lost himself and also a huge amount o f fun and he 
really really loved it and I wished I did more o f it because it worked really well for him.
The other time I have used music is I have played classical music -  I’ve got a compilation of  
chill out CD’s with girls who find it very difficult to sleep and relax and to go through some 
visualisation with teenage girls -  I have done that. That’s the main way I have used it. If a 
client talks about a song or a piece o f music they like, in the same way as I would with 
something like a book, I will make the effort to seek out the music and see if  I can get a better 
understanding o f the client through what they choose to listen to.
Nicola: and have you found that helpful yourself?
Sara: Yeah really helpful, because sometimes people are listening to the lyrics, and listening to it
helps me get into the sense o f the memory that they are taken to if  that’s why they are listening
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to it, or sometimes just helps us explore feelings. I never actually brought the music into the 
room -  that’s an idea I could too.
Nicola: Okay, and so how would that feel for you, seeing as you are a psychodynamic trained
counsellor? Would that feel ok for you?
Sara: That would feel fine because I am not a pure psychodynamic counsellor -  I bring in other
schools and I think that would be absolutely fine, anything that helps somebody get back in 
touch with the their past experiences or their feelings is useful, so I would have no problem in 
that and that is something I will think about doing.
Nicola: Okay, that’s sounds great. The next question, question five actually covers what you have
been talking about, so I am not sure if there is anything you wanted to add, but it’s ‘Can 
you tell me about the use of music in your therapeutic work, why you use it - so a 
particular client group or formulation?’ Is there anything you wanted to add to our 
discussion about that?
Sara: Um, no not really, except that this conversation has made me think that I could do more with it.
I am thinking about a particular client at the moment, who is going through -  I have got a 
couple o f clients who are going through some really painful grieving unprocessed mourning and 
I think that might be something that we might be able to look into, it might help them move on. 
So, yeah I think this is horses for courses. I always ask clients what films they like, what books 
they read but I don’t particularly ask about the music and maybe that’s something I could do 
more of.
Nicola: Yeah, so can I just ask a bit more about your thoughts perhaps to use it for bereavement -
how would you go about doing that?
Sara: I think there are some clients that are in need o f allowing themselves to stay with the pain o f
loss and music can be really helpful at allowing people to tap into that, I think. I have got one 
client, years ago I remember, who told me that he hadn’t cried for years and years and years and 
the only he cried was when he heard one particular piece o f music. I think it’s extremely 
powerful - 1 didn’t do much with that at the time but I think now there would be a lot o f good to 
be done with that. I think it allows people to get in touch with their emotions; it allows people 
to unleash some of the feelings they are trying to bury so therefore they might move through; to 
get back, perhaps in touch with the person they have lost or the experience they have lost in a 
safe way.
Nicola: So it all sounds positive.
Sara: I think so, I think it could be very positive if  it’s used sensitively and with the consent o f the
client, i f  the client feels safe with you, then I think it could be extremely positive.
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Nicola: Okay has there ever been an instance, say, where a client has brought a piece of music or
lyrics from a song that you have gone away to reflect on or find more information about 
that has had a particular impact to you -  if it’s been particularly difficult?
Sara: Yeah, there was one guy I was working with, in fact I am still working with on and o f f , who
self harms and was referred to me because o f self harming and we talked about music because 
that’s how she communicates, that what she does -  she just loses herself in music -  and I 
looked at the lyrics at some o f the things she -  I asked her what she would take on a desert 
island and they were very very powerful -  they were full on angst and pain, and it helped her 
communicate her feelings to me because she didn’t have the skills really to say what she was 
feeling. I didn’t listen to the music in the musical sense, but by reading the lyrics I kinda got 
like you would with a poem -  I got a sense o f why she related to it and where she was coming 
from.
Nicola: Okay so that was one of the items she wanted to take with her if she were on a desert
island?
Sara: I asked her which - and I don’t know why I did this with this girl -  but I asked this particular
girl what her desert island discs would be and they were all -  she told me what memories she 
had attached to them -  and a lot o f it was teenage angst and unrequited love, but the majority of 
them were really really angry. There was nothing there that was uplifting or positive, so it gave 
me a lot o f insight into her inner world that she was relating to. A very dark, painful, self­
destructive type of music, which I thought was very useful.
Nicola: Yeah it sounds very powerful as well from a different angle. Moving on to question six
‘Can you tell me about any music therapy groups, organisations or associations that you 
may be connection with?’
Sara: No I am not.
Nicola: Okay our final question now is ‘How do you see the future of therapeutic use of music?’
Sara: I think this piece o f research you are doing is making me think that there is much more o f  a
place for it than I have used so far. When I reflect on the little bits I have done I can see how 
powerful it is and I know how I can be plunged back into various places o f my life through 
music and find it very therapeutic in moving forward, and I could actually use it a lot more with 
my clients -  right from the little boy expressing lots o f anger or somebody needing to cry 
through to kinda allowing people to help me get into their inner world. So I think it has 
probably got far more use than I have given it so far.
Nicola: I guess it sounds like you have made a connection between how you are able to use it and
benefit from it personally to how you could help your clients in the same way.
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Sara: Absolutely.
Nicola: Okay. That’s great, that’s the end of the interview. Is there anything else you wanted to
add, any comments or feedback?
Sara: Well I don’t think so - 1 think it is a very interesting piece o f research and it’s made me think,
so thank you for that.
Nicola: Okay.
Sara: Yeah, I think it will be interesting to see what kind o f findings you come up with.
Nicola: Okay, that’s brilliant - 1 am just going to stop the recording now.
Sara: Okay.
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The therapeutic relationship in music therapy:
An interpretative phenomenological study of music therapists’ perspectives
Aims: This study aims to explore the therapeutic use o f music from a qualitative 
perspective, researching how music therapists experience and make sense o f  the 
therapeutic relationship in music therapy. Additionally this research explores music 
therapists ’perceptions o f the specific role music might play in the therapeutic relationship 
and what role they may consider the therapeutic relationship in music therapy to play in 
therapeutic change.
Method: Eight participants aged 31-55, who were accredited music therapists, were 
recruited for this study. Interpretative phenomenological analysis (IPA) was used to 
analyse the data.
Results: Four super-ordinate themes were identified: ‘Music as a co-therapist’, ‘Music as 
enabling a deeper emotional connection’, ‘Music within the therapeutic relationship: a 
powerful tool fo r  change ’ and ‘Music as a voice communicating a musical language ’. The 
analysis captured participants idiosyncratic experiences and meaning made, supported by 
the researchers interpretations. Music was found to support the development o f  therapeutic 
relationships and therapeutic change. It also supported participants’ meaning-made o f  
experiences at a deeper emotional level.
Implications fo r  practice: The transferable possibilities and implications o f  integrating the 
use o f music therapeutically into psychotherapy and counselling psychology is discussed. 
This highlights that there are additional therapeutic relationships than that o f  ‘I-Thou ’ to 
be considered, whereby music creates a third element in therapy becoming a language and 
‘co-therapist’. Music can be used to enhance the therapeutic process, yet such meaning 
made o f the therapeutic relationship in music therapy also hold intangible qualities that 
are difficult to express in words. This could suggest implications for counselling 
psychology where words are the primary source o f communication.
Keywords: Music therapy; music therapists, IPA, qualitative analysis; therapeutic 
relationship; therapeutic change.
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Introduction
Music therapy is a creative approach to psychotherapy in which a variety of musical means 
(such as using instruments, embodiment, or voice to create sound, listening and 
observational skills) are used by practitioners and their clients to interact with one another. 
According to the Association of Professional Music Therapists (AMPT, 2000a), music 
therapy can be understood as a therapeutic relationship that allows change to occur through 
a shared musical experience and, further, that it supports mental, emotional, physical, 
social and spiritual well-being (Bunt, 1994; Magee & Davidson, 2000).
Current literature into music therapy is broad and lies mostly within the medical field. A 
Cochrane Review found that music therapy significantly reduced depression symptoms in 
four out of five trials (Maratos et al., 2008). Prior to this, another systematic review also 
found significant improvements in the use of music therapy on negative symptoms (effect 
size: 0.86) and social functioning (effect size: 0.78) of schizophrenia-based diagnoses as 
opposed to singular standard care if sufficient music therapy sessions were received (Gold 
et al., 2005). Eclectic forms of music therapy produced an effect size of 0.61 against pre­
therapy and no-treatment control groups in samples of children and young people with 
varying psychological problems. Additionally, this therapy was found to bring more 
change than behaviourally based music therapy (Gold et al., 2004). Music therapy has been 
found to support significant improvements in communication skills of children on the 
autistic spectrum. It is also now a recommended approach for adults with psychosis or 
schizophrenia (NICE, 2014). As counselling psychologists can work with such client 
groups, we may be able to learn how to make use of music as a therapeutic tool from this 
discipline of psychotherapy.
Music therapy has also been found to empower clients’ development of identity and self­
constructs in response to music (Aldridge et al., 1990) and within the process of therapy 
(Magee, 1999a; McMaster, 1991; Purdie and Baldwin, 1994).
In common with counselling psychologists, music therapists may work with clients using 
different therapeutic models including cognitive behavioural therapy (CBT) and 
psychodynamic therapy. A psychodynamic view held towards music therapy is that music 
can strengthen the relationship between therapist and client by facilitating communication 
(Austin, 1991, 1993, 1996). Theories of transference can be used to analyse the therapeutic
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relationship in music therapy and in addition may involve the musical instrument as part of 
the therapeutic process (Towse, 1991; Streeter, 1999). However this assumes acceptance of 
the theoretical concept of transference and may not be a shared view of other orientations.
The process of therapy more generally could be thought of in music-related terms: the 
individual may bear silences, creating depth and shape to the sound of the intervention, 
whilst not always providing immediate understanding. It is interesting that individuals who 
match their partner’s patterns of both pauses and vocalisation are found to be more 
empathically related (Jaffe & Feldstein, 1970: 95-96). Perhaps this understanding can be 
extended to the therapeutic relationship between therapist and client. Kramer (unpublished: 
4) is a composer who personally found that “listening to music can be a powerful 
experience, evoking real and raw emotions . . . .  How this is possible [is] the major 
unexplained mysteiy o f musical art”^  (p. 5).
Using intrinsic interpretations as musical understandings, Ansdell (1995) suggested that 
therapists respond to a client through a shared musical experience, rather than 
interpretation of words. He further described this as a process of metamorphosis saying 
“the same but different” (Ansdell, p. 180). In music therapy the therapist may analyse and 
form an understanding of client improvisations and together they find meaning through the 
music created.
If music opens up different ways of developing and using the therapeutic relationship, 
studying the therapeutic relationship in music therapy should provide particular insight in 
such relationship processes. It is suggested that it has been difficult to investigate 
psychotherapeutic processes taking place in music therapy that yield information in a 
quantifiable way (Macdonald et al 2002), as much is dependent on an individual’s personal 
subjective experience. However, current available research in music therapy leans on 
quantitative methods of analysis, focusing either on outcomes of behavioural responses to 
music therapy as an intervention or comparisons of treatment effects (Bunt, 1985; Oldfield, 
1986; Odell, 1987), whilst neglecting to capture experiences of the process such as that of 
the therapeutic relationship within music therapy. Qualitative methods have explored the 
therapeutic process in music and the changes in self-constructs (Magee, 1999b; Magee and 
Davidson, 1999; Smeijsters and Van Den Berk, 1995) from assumed psychoanalytic
 ^Advances in neuroscientific literature have contributed to this understanding. However it is beyond the 
scope o f this text to look at this in detail.
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perspectives to such entities. However, the therapeutic relationship in music therapy as 
such has not been investigated qualitatively, a gap in the literature this study wishes to 
address.
Previous research has explored how music was experienced and perceived by 
psychotherapeutic practitioners (Taylor, submitted) in an attempt to consider and make 
sense of how they use music. It was found that participants related to music reflecting on 
memories, family history and their upbringing. Music could be used to narrate life 
experiences and was found to be a form of emotional and physical expression. A lack of 
understanding of how to utilise music therapeutically within their clinical practice clouded 
some participants’ confidence to do so. In a literature review conducted by the researcher 
(Taylor, submitted), the relational and meaning-making aspects of the therapeutic use of 
music were explored and the possible therapeutic qualities of music that may contribute to 
counselling psychology practice and research was considered. Minimal qualitative research 
was available, lacking analytic depth and rigour, supporting the claim made that more 
interpretative studies are needed to consider the idiosyncratic nature of finding meaning in 
music (Keith, 2005).
New and relevant studies into the possible transferable qualities of music to clinical 
practice are needed from which substantive conclusions can be made. Trevarthen (1999) 
introduced the concept of ‘meaning-making’ of music in the infant. To understand how 
such innate qualities evolve and support meaning-making in therapy, further insight into 
the phenomenology of meaning-making processes could be gained using qualitative 
methodologies. This could emphasise a deeper interpretation of music therapists’ life- 
world and sense-making (Smith, 2003) of their experiences and perspectives. Such 
research could contribute information about the shared interaction between the therapist 
and client both verbally and musically in music therapy. A deeper understanding of the 
therapeutic relationship in music therapy could also broaden the therapeutic possibilities 
and transferable qualities of music therapy to psychotherapeutic interventions more 
generally.
Existing research may highlight difficulties in considering possible transferable qualities to 
counselling psychology, having focused on specific or niche groups, for example, client 
participants, theoretical orientation and concepts (Dillard, 2006), cultural and occupational 
background (Roberts & Famigia, 2012). This could be of benefit not only to counselling
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psychologists in utilising such research findings therapeutically, but talking therapies more 
generally, to learn from and understand what music therapy does and contribute further to 
music therapy practice. With its emphasis on the importance of the therapeutic 
relationship, such research could be particularly useful to the discipline of counselling 
psychology and its clinicians, who encourage inclusion of ‘Otherness’ from different 
approaches in meeting the clients they work with. Indeed, counselling psychology strives 
to recognise and understand through scientific enquiry the different ways people can relate 
to each other.
The present study aims to build upon previous research and the literature discussed. 
Reasons for seeking therapist perspectives are that the therapeutic relationship is a two- 
way process of which the therapist is a part. Previous research highlighted client 
difficulties in articulating their experiences of music therapy verbally; thus it is hoped that 
music therapists may be able to share their perceptions in a psychologically eloquent way 
that may be meaningful to others. Therefore the research hopes to answer the following 
main question:
‘How do music therapists experience and make sense of the therapeutic relationship in 
music therapy?’
In addition, the research hopes to answer the following more specific questions:
‘What is music therapists’ perception of the specific role that music might play in the 
therapeutic relationship?’ ‘What role if any do music therapists consider the therapeutic 
relationship in music therapy to play in therapeutic change?’
Methodology
In order to address the research questions, a qualitative approach has been chosen to collect 
and analyse data. This will allow for a process that is led by the individual and entails an 
open-ended, flexible approach through which experiences can be voiced and meaning 
applied (Willig, 2008). Such research questions informing a qualitative, phenomenological 
method was derived from the ontology and epistemology outlining the study. Meaningful 
information will be supported by interpretation of the researcher from a critical realist 
position. That is, claims will be made that are grounded in the data, based on participant 
experiences making sense of their meaning-making through the researcher’s lens.
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Participants
Purposive sampling was used to recruit a homogenous sample of participants (Smith, 2004, 
2007); that is participants were selected according to their relevance to the research 
question (Willig, 2008). Focus was placed on rich quality data being obtained from a small 
sample size. A total of eight participants (all accredited music therapists) were recruited by 
posting advertisements in the professional body ‘British Association for Music Therapists’ 
(BAMT) research bulletin and on a social networking site for professionals (Linkedin) 
explaining the nature of the research and seeking accredited music therapists in private 
practice to take part. Music therapists who were non-accredited, trainees or worked solely 
in the National Health Service (NHS) were excluded from this study. Only accredited 
music therapists were recruited to confirm that they met the requirements set out by the 
BAMT to practise. Music therapists working in the NHS were only recruited if they also 
worked independently as private practitioners. If participants worked both in the NHS and 
privately they were permitted only impart information of their work outside the NHS for 
reasons of ethical consideration.
Once interest was expressed by potential participants, they were sent a research 
information sheet (appendix 1) and were verbally informed and encouraged to ask 
questions about the research before giving written consent (appendix 2). Brief 
demographic details of the participants were noted in order to assist the reader in 
understanding the context including age, ethnicity, gender, professional training in music, 
possible additional psychotherapeutic training and particular therapeutic model followed in 
their clinical practice. Only limited detail was obtained to maintain confidentiality. There 
were 7 female participants and 1 male, of which 6 were British and 2 were American, all 
within an age range of 31-55"  ^ Participants did not identify with a particular theoretical 
orientation, except for one female participant who identified herself as being a 
psychodynamic music therapist.
 ^Differences amongst participants were considered with regards to impact upon homogeneity. This was 
discussed via email communication with Jonathan Smith. It was decided that to increase data, geographically 
inaccessible participants would be interviewed via Skype (supported for its use in IPA by relevant research).
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Interview schedule and data collection
A  semi-structured interview schedule (Smith, 1996) was utilised, as recommended in 
interpretative phenomenological analysis (IPA), to guide the interview whilst allowing 
individuals to tell their story (Lyons & Coyle, 2007). This format encouraged participants 
not only to elucidate their own understandings of the processes under investigation, but 
also to provide phenomenologically relevant and actual accounts from their experiences of 
the therapeutic relationship. Semi-structured interviews also gave the researcher the 
flexibility to collaboratively explore any interesting areas introduced by the individual 
(Lyons & Coyle, 2007).
The interview schedule (appendix 3) consisted of five broadly applied questions designed 
to enable participants to speak freely of their own experiences and ways of meaning- 
making. The questions were mainly related with a focus on the therapeutic relationship, 
having been developed from the existing literature and were accompanied by prompts to 
access deeper levels of meaning. Four interviews took place in participants’ homes or work 
place and four via video Skype^, lasting a total of 60-90 minutes. Participants were asked 
if they would like to receive a written summary of the findings and if they would be 
willing to give feedback on their experience of taking part in the study. This was used to 
ensure that participants were given space to address any issues they may have had with the 
interview process. Additionally, it allowed the researcher to receive feedback on her 
interview style, enabling adaptation of her techniques in subsequent interviews.
Ethical considerations
Ethical consideration was given to the study by following the British Psychological Society 
ethical guidelines (British Psychological Society, 2009). Furthermore, the university 
ethical considerations flow chart (appendix 4) was adhered to. Regular supervision took 
place with the research supervisor to support and guide the research. The suitability of all 
potential participants was assessed before commencing any interviews to ensure that each 
participant met the recruitment criteria set out by the researcher. NHS ethical procedures 
were not followed, as participants who work solely in the NHS were not recruited.
 ^ In further communication with Jonathan Smith, whilst facc-to-facc interviews were preferred, where this 
was not possible recording software was advised to capture the video and sound of Skype interviews.
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All participants gave informed consent to take part in the study prior to the interviews by 
signing a consent form (appendix 2). They were made fully aware of the nature of the 
research beforehand, encouraged to ask any questions and debriefed afterwards. They also 
had the right to withdraw from the research at any time. Participants were provided with an 
information sheet with the contact details of the researcher and research supervisor for 
queries or concerns about any aspect of the study (appendix 1). Interviews were conducted 
with non-directional, open-ended questions aimed at exploring material brought by each 
participant. There was the possibility that talking about significant experiences as a 
therapist could bring up a range of emotions. Participants were recruited as 
psychotherapeutic professionals and not from any vulnerable client groups where further 
ethical considerations would be required. Only the researcher listened to the recordings and 
on completion of the study all original data will be kept for five years in line with the data 
protection act (1998). Pseudonyms were assigned to each interview transcript and 
identifying details removed (see appendix 5 for a sample transcript).
Analytic procedure
To analyse the data, IPA was employed as a method allowing individuals to reinterpret a 
phenomenon that has been experienced (Smith & Eatough, 2007). It has also been used to 
examine how people make sense of their personal experiences and the meaning held for 
them, whether through an emotional state or actual event (Smith & Eatough, 2007). IPA is 
described as phenomenological as it considers individual personal perceptions or accounts 
(Giorgi & Giorgi, 2003) and explores in detail their view of the research topic (Smith, 
Jarman & Osborne, 1999). It was used to capture a deep and meaningful lived experience 
of participants exploring what it is like to be in a therapeutic relationship when music is 
used and to develop a story that is grounded in data. For this reason, a small sample size 
was used to address the main concern of IPA focusing on rich in-depth, detailed 
experiences of individuals, rather than limited data from numerous participants (Smith, 
2004, 2009).
Not only does an IPA analysis focus on participants’ attempt to make sense of their 
experiences, it also allows for the researcher’s engagement with the process of 
interpretation (Smith, 1996; Smith, Flowers & Osborn, 1997; Smith, Jarman & Osborn, 
2003; Smith et al., 2009). IPA also allows for an insider perspective to each interview, 
whilst acknowledging that the researcher’s meaning-making of the participant’s meaning-
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making holds an interpretative nature which has been described as a “double hermeneutic ” 
(Smith & Eatough, 2007, p. 36). In line with Smith’s recommendations (Smith et al., 
2009), each participant’s transcript was analysed closely to identify emerging themes to 
capture and reflect the understanding of their dialogue, in an attempt to answer the research 
question. Making connections across the themes allowed the researcher to draw attention 
to important elements of each transcript into organised themes, whilst revising or dropping 
others. These patterns were developed to create a final group of ‘super-ordinate themes’ 
acting as an umbrella to a group of sub-themes based on similarity.
Interpretations of an analytic, narrative account are provided from evidential segments of 
the interview dialogues to support each super-ordinate theme. In line with IPA, 
representational extracts are used to describe what was found (Smith, 2004), supporting the 
researchers phenomenological position held, as the research is interested in the meaning 
the participants place on their experiences. Following Smith’s (2007) recommendations, 
reflection was used to consider the researcher’s own subjectivity in relation to her 
perceptions, ideas, and understanding of the phenomenological material received. Criteria 
outlined by Elliot et al., (1999) and Yardley (2000) were employed in evaluation of the 
study including transparency, reflexivity, rigour and grounding in data, coherence, 
resonance, sensitivity to context, impact and importance.
Analysis
Participants shared a variety of experiences in describing the sense they made of the 
therapeutic relationship in music therapy, the role that music might play within it, as well 
as the possible role they considered the therapeutic relationship to have on therapeutic 
change.
Emergent themes were categorised into super-ordinate themes and their collated sub­
themes (box 1 and figure 1).
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Box 1
MASTER TABLE OF THEMES FOR THE GROUP OF PARTICIPANTS 
Music as enabling a deeper emotional connection
• Music facilitating connection between client and therapist
\S\ometimes music can be a really good way o f connecting with that person, with 
me [...] (Carol)
• Music evoking a deeper level of emotion
‘I t ’s an emotional connection, i t’s a uniquely human interaction; i t’s not thinking, 
i t ’s feeling, you know, that connection; just difficult fo r a lot o f people to access \ 
(Mary)
• Meaning-making aspects of music informed by emotion
‘{M\usic is a way to communicate and it’s a whole way to connect with someone 
when words aren’t necessary...gradually trying to connect what they are doing 
with a meaning’. (Jane)
Music as a voice communicating a musical language
• Communicating a musical language
‘I t ’s a musical dialogue, a verbal dialogue [...] I t'j what comes up musically, i f  
someone is non-verbal I  can’t have that, but we will converse musically ’. (Carol)
• Music as a voice
‘I t ’s sort o f like recitative in an opera. I  am often singing what I  am saying’. 
(Jane)
• Words as a secondary language to non-verbal, musical communication
\E\verybody has an innate musicality and often that remains when other things go. So i f  
people are unable to communicate through language, spoken language, i f  they have got 
other barriers because o f illness, disability ...then often the music remains ’. (Susan)
• Music facilitating self expression
[T\hrough them being able to vocalise verbally through song, was the key in them 
being able to express themselves [...] (Carol)
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Music as a co-therapist
• Music enabling a therapeutic relationship to develop
‘There is something unique that happens in music which helps to establish a 
different kind o f relationship (Mary)
• Music creating a triangular relationship in therapy
‘So i t ’s almost a triangle in the therapeutic relationship (Angela)
• The therapist adopting a facilitative role in therapy using music
‘\Y]ou really have to have that use o f music as a therapeutic medium and really 
understand how music impacts on a relationship to be able to use it effectively’. 
(Mary)
Music within the therapeutic relationship: a powerful tool, instrumental to change
• The power and soul of music as a magical experience
‘[7] imbued him with the sense o f power o f the great conductor ...very different 
from the usual therapeutic idea o f the therapist being the conductor. And to me it 
helped to develop his sense o f soul’. (Angela)
• The musical process of the therapeutic relationship leading to change
“ [T]ow are able to engage so much more o f yourself in the process that I  think that 
change...y  ou can feel change... and it has more meaning because o f your 
experience playing it ’. (Jane)
• The relationship with music enhancing therapeutic change
‘\T\he relationship that the kids have with the music it really helped the kids get to 
a deeper level where they can find  even deeper meaning in the music and you know 
find  the positive healing kinda thing there ’. (Mary)
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Recurrent super-ordinate themes were identified which highlighted prevalence and any 
differences or similarities amongst the data set to be explored further (box 2).
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Box 2
IDENTIFYING RECURRENT THEMES
Super-ordinate
themes Angela Cara Carol David Ella Jane Susan Mary
Present in 
over half 
sample?
Music enabling 
a deeper 
emotional 
connection
Yes Yes Yes Yes Yes Yes Yes Yes Yes
Music as a 
voice 
communicating 
a musical 
language
Yes No Yes Yes Yes Yes Yes Yes Yes
Musie as a co­
therapist Yes Yes Yes No Yes Yes Yes Yes Yes
Music within 
the therapeutie 
relationship as a 
powerful 
change proeess
Yes No Yes Yes Yes Yes Yes Yes Yes
An overview of the four super-ordinate themes and their sub-themes is provided overleaf 
and structured in figure 2. A selection of these themes will then be focused on in more 
detail, together with supporting quotations^ from participant transcripts.
Music was used by most participants to describe a deeper connection with various entities, 
leading to the creation of the first super-ordinate theme ‘Music as enabling a deeper 
emotional connection’. This musical connection was explored by participants with regard 
to the therapeutic relationship {'Music facilitating connection between client and 
therapist and emotion ( ‘Music evoking a deeper level o f emotion ’ and 'Meaning-making 
aspects o f music informed by emotion '). This theme considered the role music played in 
supporting a deeper connection and level of emotion evoked in the therapeutic relationship.
 ^Participant quotes may present with ellipsis points (...) indicating pauses in speech and empty square 
brackets indicative o f data omitted for clarification.
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The second super-ordinate theme ‘Music as a voice communicating a musical language’
was present in most participants’ accounts. The helpful qualities of music used within 
therapy were discussed as supportive and facilitative of different forms of communication 
{‘Communicating a musical language’, ‘Music as a voice’ and ‘Music facilitating self 
expression ’). Comparisons were formed between musical and verbal language ( ‘Words as 
a secondary language to non-verbal, musical communication) highlighting some 
participants’ difficulties in expressing their experiences verbally.
The third super-ordinate theme ‘Music as a co-therapist’ describes ‘Music enabling a 
therapeutic relationship to develop ’, ‘Music creating a triangular relationship in therapy ’ 
and ‘The therapist adopting a facilitative role in therapy using music’. Theoretical 
differences were highlighted between the didactic aspects of the therapeutic relationship 
(as viewed through a counselling psychology lens) and introduced the aspect of a third 
element, creating a triangular dimension with music. This view of music as a third in the 
relationship was reported by all participants except the one male participant, who reported 
to experience music differently. He saw the role of music as a tool and change agent (see 
fourth theme).
‘Music within the therapeutic relationship: a powerful tool, instrumental to change’
encapsulates the fourth and last super-ordinate theme which focuses upon a process-led 
perspective by most of the participants who explored music as an extra dimension 
supporting therapy to move forward in a meaningful and powerful way { ‘The musical 
process o f the therapeutic relationship leading to change ’). Participants described music as 
having a powerful influence or impact within therapy that was not easily expressed or 
understood verbally, nor necessarily needing to due to it being a felt, musical experience 
{ ‘The power and soul o f music as a magical experience’). Other influential factors of 
change included the musical relationship { ‘The relationship with music enhancing 
therapeutic change ^ ).
In the analysis there appears to be a developmental perspective to the themes as 
participants’ describe them. Together the super-ordinate themes highlighted a process of 
how the therapeutic relationship in music facilitates therapeutic change. Figure 2 below 
attempts to display this process in diagrammatic form.
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Figure 2 The developmental structure of super-ordinate themes
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Music as enabling a deeper connection
This overarching theme expresses the musical abilities to bridge a connection with another 
at a deeper, emotional level. This super-ordinate theme contains sub-themes describing the 
various possible connections music has within therapy as viewed by all participants, with 
differing perspectives.
Music facilitating connection between client and therapist
All of the participants referred to the use of music forming a connection within the 
therapeutic relationship. Enabling a connection with a client was viewed as a personal goal 
underpinning the very nature of music therapy:
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\W\hat I  establish in a relationship with a client is to meet in the music and the goal for  
me is to find  some way to connect in a musical experience \ [Mary]
Connection through music is discussed by Carol as not only aiding the therapeutic 
relationship, but supporting the individual personally to express themselves:
\S\ometimes music can be a really good way o f connecting with that person, with me and 
supporting them to express themselves through improvised music or pre-composed music. 
Just singing or playing an instrument often [...]
The ability to relate and form connections was deemed to impact and represent the 
outcome of therapy. The quote below implies that Carol held the stance of the therapist 
adopting ownership, being as one with the client on a therapeutic venture.
\G\ften their way o f relating shows at that point how able they are to connect [...] will 
affect how much we can [...] progress in therapy’.
Cara speaks of her personal difficulties in using music to connect with her clients:
7 think it was hard fo r  me to accept the fact that I  couldn’t save everyone, I  couldn’t 
connect with everyone ’.
This suggests Cara interpreted not always being able to form a connection with clients 
using music as her inability to provide a successful therapeutic experience. Without the 
music the therapist is unable to form a connection. David, however, separates this notion 
and identifies that his own personal ability to form a relationship is paramount to his 
musical skills:
\ I \t  doesn’t matter how good I  am at playing music i f  I  am no good at forming a 
relationship with my client ...then they are not going to really be receptive to what is going 
on in the room ’.
David also uses his self to musically channel emotion through his voice. Through 
connecting with music, he further connects himself.
‘I t ’s an outlet for emotional expressions, it really is and i t’s connecting with yourself. I  
think specifically my instrument, my voice is me, so therefore through singing I  am using a 
part o f me [...]. [David]
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Music evoking a deeper level o f  emotion
Music was described as enabling an emotional connection that was not dependent on the 
abilities of the individual.
\T\here is something about the use o f music that can connect at whatever level the client 
needs or is able to engage. So obviously it has the capacity to connect very much on an 
emotional level to tune in to the inner emotional experience o f the client and to establish a 
connection at that level ’. [Ella]
Mary raises the importance of connecting emotionally with music, acknowledging the 
difficulty this can create for people.
‘I t ’s an emotional connection, i t’s a uniquely human interaction; i t ’s not thinking, i t ’s 
feeling, you know, that connection; just difficult fo r a lot ofpeople to access ’. [Mary]
This difficulty may also be present in the inability for some participants to transfer this 
felt-sense into an understanding represented by words.
Meaning-making aspects o f music informed by emotion
‘\M\usic is a way to communicate and i t ’s a whole way to connect with someone when 
words aren’t necessary ...gradually trying to connect what they are doing with a meaning’. 
[Jane]
In the above extract, Jane uses music to form an understanding and meaning-making of 
what the music is communicating on behalf of the client. The resonance of being a musical 
performer prior to becoming a music therapist came through in Angela’s personal meaning 
made and the emotional impact of music, shared through the use of an analogy:
7 slipped into the mode that I  used to be in when I  was playing in the orchestra and you 
are sort o f unconsciously picking up on the dynamic o f the movement o f  the 
. conductor ...you don’t have to look at a conductor to see them beating time, what you are 
tiying to do is to pick up on what they are saying about the music, the content o f  the 
music ’.
This highlights the various dynamics and interplays within music therapy, specifically 
relating to Angela’s psychodynamic orientation as a music therapist. By staying tuned to
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the emotional content of the music, she is informed by what is being communicated. The 
use of the word and description of the client’s role as a ‘conductor’ also suggests a role of 
power, the expert of themselves, in directing and leading the therapeutic path, allowing the 
therapist to use only what she is presented with by the client. Music appears to access a 
deeper level of emotion, supporting a connection between the music and the 
client/therapist, strengthening the therapeutic bond.
Music as a voice communicating a musical language
This super-ordinate theme describes the use of music to communicate a non-verbal 
language emphasising its therapeutic qualities.
Communicating a musical language
The notion of music as a ‘powerful medium o f expression ’ introduces a different channel of 
communication and language to relate through regardless of difficulties experienced:
‘I t ’s a musical dialogue, a verbal dialogue [...] I t ’^  what comes up musically, i f  someone is 
non-verbal I  can’t have that, but we will converse musically ’. [Carol]
Music is seen as providing a common ground between individuals and can provide the 
therapist with fiirther insight into the client’s world. David illustrates this with song:
‘[P]eople might choose songs...because songs are important to them [...] i t ’s a common 
language for both people taking part and playing it’.
Music as a voice
A  music therapist holds a dual identity combining both therapeutic and performance skills 
of a musician. It was striking how some participants described the musical flow of 
language suggesting it is intermediary to vocalisation.
‘I t ’s sort o f like recitative in an opera. I  am often singing what I  am saying ’. [Jane]
David uses an analogy to show how a client may speak through a musical instrument, 
allowing for choice and control in the types of sounds that are created. Interestingly, he 
physically portrays this point in the interview using an instrument himself suggesting that 
such an encounter is difficult to describe or capture through words:
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‘[EJveiy time she played, something like even the triangle...which is very resonant...she 
would play it in a muted way. So i f  I  just show you (gets out a triangle - so the triangle 
should resonate (sounds the triangle twice)...however you can play it (plays a dull sound 
on the triangle twice) like that. So i t ’s quite a dead sound really...very controlled...and 
that’s the sound that she would use a lot at the very beginning’.
Picking up on the words ‘muted’ and ‘dead’, these are powerful descriptions to suggest the 
tones of music made by a client. It may portray the essence of the undeveloped relationship 
with a client at the beginning of therapy David talked about. Additionally, it represents 
David’s understanding of the client’s difficulties communicated through music.
Ella made the point that in spoken language too, tone is particularly powerful, not just the 
words used:
‘[I]t’s the tone o f  voice and the musical qualities actually o f speech that are also so 
powerful ’.
Susan compares the client-therapist relationship to that of a developing attachment 
between mother and baby, thus supporting the importance of tone used in relating to each 
other.
‘When people try and communicate using a sound that most people might disregard 
because it doesn ’t really mean anything to them...we would take that sound as their voice, 
as their singing, as their vocalising, we would work to try to expand that sound...working 
at pre-verbal stage...again like a mother and baby’.
In the therapeutic relationship music is used as a base meeting point through which a client 
can be communicated with and understood.
Words as a secondary language to non-verbal, musical communication
Of fundamental importance for participants was that music allows for communication 
without words:
‘[P]eople who are non-verbal who couldn’t express themselves verbally have a supportive 
way o f expressing themselves fluently through music. ’ [Carol]
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In addition to using music, David uses Makaton to support non-verbal communication. He 
highlights possible dynamics of counter-transference in describing the impact of a client’s 
choice not to communicate, leaving him isolated, also unable to converse:
\T\here are some things which might he o ff limits. . .so that I  am feeling a mutism as well ’.
Angela uses instruments to represent people in a client’s life, enabling them to produce a 
narrative of their outside experiences through controlled sounds made, transferring skills 
learnt through role play.
7 invited her to label the instruments as different family members ...you know to listen to 
the sound the instrument made and then consider which family member this might relate to 
[...] the music opens up so many more possibilities than just words ’.
Therefore music appears to be able to express and communicate something abstract that 
cannot be captured in words.
For some participants, music was described as a primary choice of language used before 
verbal communication. David explains that using music can provide a link to using speech:
‘[T]he music part o f the session was a way o f getting to feel comfortable in the space, as a 
warm up to the talking’.
Jane shares her reflections verbally with a client, suggesting they explore it through music 
to reach an understanding:
‘Is there something that your throat wants to say that you can say it in music? ’
Thus when words are not necessary or inaccessible, music brings an individual back to the 
core roots of human communication within the therapeutic relationship.
Music was portrayed as having an emotional capacity and ability to reach a client more 
quickly than words:
‘[T\he music enables things to be brought into consciousness more quickly than through 
words, [...] you are working going straight to the heart rather than to the brain ’. [Angela]
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Verbal language is discussed as unnecessary within therapy compared to the use of music 
to further support development of the therapeutic relationship:
‘Talking about it isn ’t the most productive thing [...] being able to establish a relationship 
through music allows me to be someone who can provide comfort or a meaningful 
relationship quickly even without being able to talk about memories or to talk about entire 
feelings or trying to define things in verbal terms \ [Mary]
In the quote below, music may not form part of the session which David feels comfortable 
with adopting a client-centred approach:
‘In some o f the sessions I  found that I  haven’t played a single note and that actually what 
we have done is talkfor the whole time because that is what that child wanted [...] %
A particularly poignant point is raised by David and Ella that music can be produced in 
harmony by two people at the same time, unlike talking.
‘With music you can do that with your sounds at the same time as their sounds so that’s 
something different from a verbal conversation [...]’. [Ella]
Music facilitating self expression
Music was identified as enabling an individual to express himself within a therapeutic 
relationship created and developed through a musical language:
‘[.. .]through them being able to vocalise verbally through song, was the key in them being 
able to express themselves, it wasn’t to perform because no-one else was there... i t ’s just 
me...the audience is me, them...it’s not fo r  anybody else, i t’s just you and your 
relationship ’. [Carol]
David shares an example of providing a space for a client to truly express his individuality, 
which may be the only place he has such an opportunity in his life:
‘Sometimes I  will ask to just listen as they play...I think that’s very important fo r  the child 
[.. .]for someone to just give them the opportunity to express themselves and just wait and 
not to put any other demands on them ’.
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Music supports an individual to develop self expression in exploring one’s inner self.
[7] think i t ’s Winnicott playing in reality...he talks a lot about play, helping you discover 
yourself. [Carol]
Music as a co-therapist
This theme introduces the relational dynamics of which music interplays in therapy.
Music supporting the therapeutic relationship to develop
The first sub-theme encapsulates participants’ descriptions of the supportive role of music 
in therapy assisting development of the therapeutic relationship. Here, participants describe 
that the therapeutic relationship with music may not be experienced the same as the 
relationship with the therapist.
The use of music assisting mother/infant bonding could be viewed as similar to supporting 
engagement in the therapeutic relationship. In addition to this, music is described as 
creating a separate relationship with music. Mary, for example says:
‘[M]w^zc as a co-therapist ...sometimes people form an attachment with music differently 
than they attach to the therapist or ...transference can happen towards the music rather 
than the therapist ’.
Importantly, another possible dimension within the client-therapist relationship is 
highlighted, with music creating a third element and further possible relational dynamics.
Music creating a triangular relationship in therapy
Music provides the opportunity for an individual to engage and relate to another, serving as 
a transitional object that can be used to connect through. Mary describes music as a ‘three 
legged stool’ in the relationship whereby all parts are equal and vital:
‘[I\t’s that three legged stool... i f  you take away the music then the relationship is 
fundamentally different; i f  you take away the therapist then the relationship is different’.
182
Interestingly, in the above quotation Mary also talks about the relationship as ‘different’. 
As a third element music is used as a ‘co-therapist \  being something that two individuals 
can relate to outside of themselves, whilst also binding and connecting them. This third 
element in the relationship is described in different ways:
‘So i t’s almost a triangle in the therapeutic relationship \ [Angela]
‘\W\e talk about music as a co-therapist.. A t’s really the central part o f what we are doing 
and even i f  w e’re not playing or singing in the moment i t ’s still what everything revolves 
around [ . . .] ’. [Mary]
Music as a third in the therapeutic relationship appears to be consistent in most of the 
participants’ viewpoints:
‘[I\n the music therapeutic relationship we talk about the therapist, the client and the 
music -yo u  know those three ways [ . . .] ’. [Mary]
As illustrated by Jane, further relational dynamics and interplay in therapy are formed:
‘[I\n music therapy there are several different relationships going on, because there is a 
relationship between me and the client; and the client and me; and me and the music; and 
the client and the music and how we interact within the music...so there is a lot going on at 
any given moment ’.
Participants turn to an important role within the therapeutic relationship to describe how 
they are guided by the use of music within therapy.
The therapist adopting a facilitative role in therapy using music
The crucial essence of this sub-theme is that participants view the therapist as primarily 
present to facilitate the music played and all other considerations remain secondary. Music 
therefore appears pivotal to the therapeutic relationship and therapy itself.
‘[7] ’m not tiying to relate to them in any other way, I  do think i t ’s the music that makes the 
difference’. [Susan]
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The impact of the therapist on the relationship dynamics in music therapy could, however, 
distance the client from music:
‘[7] was detracting from the relationship they had with the music’. [Mary]
Mary’s quotation represents difference from the overall consensus that a therapist using 
music was facilitative to both his relationship with the client and also the one the client had 
with music. Here it appears that Mary felt she was intruding upon the relationship with 
music.
Instruments are used by therapists as a way of engaging a client to access a therapeutic 
relationship. The view of forming attachments to music using instruments is described as 
overlapping with play therapy, where it can be used to act out previous experiences. This is 
suggested by Susan:
\P]eople do use the instruments as metaphors and representations of...and small children 
will even name them [ .. .] ’.
Instruments are not always used musically by clients but can still be informative of a 
parallel to their relational experiences outside of therapy:
\T\hey will treat instruments as objects in themselves rather than musical instruments... 
so they will take them apart or use them in a different way ’. [Susan]
Music therapists have a unique relationship with music themselves and hold a deeper 
understanding of its therapeutic qualities. Mary aptly describes the importance of the use of 
music by musically trained therapists:
\Y]ou really have to have that use o f music as a therapeutic medium and really 
understand how music impacts on a relationship to be able to use it effectively ’. [Mary]
There was divergence in this theme where David acknowledged music as a third in the 
therapeutic relationship, but viewed that it plays a different role in therapy (captured by the 
super-ordinate theme ‘Music within the therapeutic relationship: a powerful tool, 
instrumental for change’).
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Music within the therapeutic relationship: a powerful tool, instrumental to change 
The power and soul o f music as a magical experience
Participants described music as a powerful force within the therapeutic relationship, and 
together, as instrumental to change.
Cara describes music as a powerful force which left her astonished and able to ftilly 
appreciate the extent of its therapeutic abilities:
7 was amazed, I  was in awe o f what I  could do hut not o f myself, hut in awe o f  how 
powerful music could he and how easy it was in a way, and yet how incredibly special it 
was [...] I  was just very, I  was overcome with happiness and also amazement that what 
they said was true that this did really happen \
The concept of change appeared to present participants with difficulties in describing and 
capturing this in words. In particular, David struggled to identify specific moments in 
isolation to represent therapeutic change in music therapy:
‘Change happens gradually and sort o f trying to isolate a moment, to me, is like saying 
that nothing happened up to this point and then, all o f a sudden there was this really 
obvious turning point [...] There have been lots o f  moments where I  have thought “that was 
a really special moment ” \
Mary suggests that change facilitated by music is not an easy task to achieve:
‘I...y  ou can’t just pick a song and say just talk about this song and then the magic 
happens ’.
The statement below suggests that Mary has reached acceptance of experiencing the 
musicality within therapy without necessarily needing to translate this into words or 
understand what has happened.
‘{W\hat is happening in the music can’t always be said verbally. I  mean you can see what 
is happening, you can feel what is happening in the music from what you are getting in the 
music...they may or may not be able to tell you. It might confirm your suspicions....I think 
that is ok to let that be sometimes ’.
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The relationship with music enhancing therapeutic change
Participants discussed the primacy of using music to relate through in therapy. Jane refers 
to the important role the therapeutic relationship has upon change:
7  think that the only reason change happens is because o f the relationship [...] it means 
something’. [Jane]
Mary summarises therapeutic change in music therapy:
'[I]t’s that relationship in music with a therapist that’s where the change happens, that’s 
where therapeutic outcomes come from... i t’s the central part you can’t take it away’.
Angela views therapeutic change as being supported by the relationship a client has with 
music, of which she forms a part. Using a metaphor, music is described as instrumental to 
change:
‘So although I  was involved in the therapeutic process it ended up mercifully being an 
instrument [...].
It appears that therapeutic change can be measured by development of the client’s 
engagement with it.
‘[T\he musical quality o f the relationship has changed, she is able to stay with it’. [Jane]
Jane describes below how instruments can be used destructively in the therapeutic 
relationship. However, through the client’s changed relationship with music, the 
relationship the client has with himself and the client-therapist relationship can further 
develop.
‘It has evolved... it has changed. In our work together his use o f music has changed...he 
used to throw all the instruments and he still throws the instruments [...] But these days he 
can have a conversation with me musically [...].
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The musical process in the therapeutic relationship leading to change
Ella details her observational experience of the process of the developing therapeutic 
relationship enabling the creation of a new experience for a client, so that outside of the 
therapy he may be able to better support himself:
‘[7] thought about it very much in terms o f the process o f therapeutic holding and 
containment, and how it was enabling her to trust me enough and to trust the process 
enough to let me sort o f witness and experience something o f her experience; trusting that 
I  could hold it and bear it, and that it could then be contained and given back to her in a 
way to become something new, something more manageable
Susan highlights an important question of what encompasses therapeutic change more 
generally and relates this to degrees of adaptation, rather than change per se.
‘And so in a way also you are talking about degrees o f  success in outcomes, cos sometimes 
you just can only get so fa r  and then other times you get much much further, and it can be 
quite difficult to know at what point to stop because we often work with people who are not 
going to recover, they are always going to be autistic...it’s just how well they can adapt’.
Jane utilises a felt sense of change to support meaning made in the therapeutic relationship:
‘[Y]ou are able to engage so much more o f yourself in the process that I  think that 
change...y  ou can feel change... and it has more meaning because o f  your experience 
playing it’.
Susan talks about change as not being generalised to all, but an individual and unique 
experience that can take time.
‘It took a long time but we got to the point where she was able to talk in the sessions and 
we could play instruments {I\t was a gentle process ’. [Susan]
Angela provides an analogy of change to a client’s internal world aided by role reversal in 
the therapeutic relationship:
‘[F]rom that point our relationship changed from me sitting him to music, to bit by bit, him 
tolerating sharing music making with me....I imbued him with the sense o f  power o f  the
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great conductor ...very different from the usual therapeutic idea o f the therapist being the 
conductor. And to me it helped to develop his sense o f soul \
David uses an example of the gathering drum to support social development:
‘We can go through at the beginning o f a session a very chaotic sounding music which 
sounds a lot like five individuals all playing by themselves, just happening to be in the
same room, to at the end people sitting on their chairs in a circle playing all quieter
instruments; listening to each other; responding to each other musically ...not saying a 
word but just giving each other eye contact; being much more together and accepting that 
they are part o f the group ’.
Approaching the end of therapy, Angela reflects upon the symbolic transition of one client:
‘One thing he did very significant was one session when he was really beginning to 
function extremely well in terms o f reciprocal communication and self-confidence and he 
leapt in the air and shouted ‘Vm free ’ and he gave himself a new name and looked back at 
his autistic skin on the floor andjust claimed his new life ’.
The transferable qualities of development shown in therapy translated to the client’s 
outside community. Whilst an emotional and positive recollection for Angela, she also 
reflected that she did not feel able to provide the same experience for all clients who may 
not be as receptive to the use of music therapeutically.
David adopts an attachment perspective in describing how he nurtures his clients (similar 
to a father figure) engulfing upon a joint therapeutic venture, ultimately preparing them for 
a newly acclaimed independency. This leaves them with a final emotional encounter in 
practising ‘goodbyeing’ and as a therapist, David has been instrumental in orchestrating 
their journey.
Participants presented music therapy as accessible to all, providing an opportunity to relate 
with another. They demonstrated that each individual experience is unique, yet it is one 
shared between the therapist and client. Just as the therapist strives to attune to his client’s 
needs in providing him with a therapeutic experience musically, it was suggested that the 
client can also develop another relationship, one in dialogue with music, which he can use 
to better relate with the therapist.
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Discussion
This research captured the different, yet vital ways music supports therapeutic change and 
specifically shed light on how this happens, is experienced and made sense of pertaining to 
the therapeutic relationship. Music was used by participants as a common ground to form a 
connection within the therapeutic relationship supporting it to develop, echoing the notion 
that musical expression is isomorphic (Aldridge, 1996). This was described by participants 
as a musical process. They also described music as a powerful force used to converse with 
and understand this language musically, not always having questioned the need to 
understand verbally, viewing music as primary to words (which is secondary or even 
absent in communication). However, using examples such as metaphors (important aspects 
of phenomenological analysis), to symbolise such entities supported their points made. 
Such intangible qualities of musical communication and language were also attributed to 
music in supporting a deeper emotional level of meaning-made to their experiences in 
therapy.
Whilst the study did not set out to explore differences between the group of participants, 
convergences and divergences were found. Most of the participants shared similarities in 
their views amongst themes. However, the one male participant (David) did not view 
music as a third element in the therapeutic relationship (under the theme Music as a c^o- 
therapisE). David illuminated different aspects of the musical phenomenon in his account 
of his experiences and perceptions. He viewed music as a therapeutic tool and agent for 
change, focusing on sharing his experiences as a therapist on a joint venture with his 
clients, supporting them to an end goal of independency.
Linking back to the other participants’ views of Music as a *co-therapist\ here it could be 
viewed that music takes the representational third in the relationship, of the ‘Other’ (the 
father). This further allowed the researcher to be curious about David’s stance on music in 
the therapeutic relationship. Whilst he did not view music as a ‘co-therapist’, he spoke of 
its therapeutic use in abstract form.
Segments from Cara’s interview transcript did not fall under the theme Music as a voice 
communicating a musical language*. This could support the notion that music is an innate 
form of communication (Trevarthen and Malloch, 2000) and perhaps went unrecognised as 
being different or standing as a separate form of communication for Cara.
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Interestingly it could be viewed in Lacanian terms, that if Cara (as the mother) is not 
complete and dictated to by the third element - music (the ‘Other’) - that she is not the 
‘Other’ after all, but the third in the relationship. This supports the data found of the 
facilitative role the therapist may hold in supporting a client to engage with the music in 
therapy.
Contributions of the empirical study to existing literature
Music therapy literature lies mostly within the medical field and focuses on quantitative 
methods, lacking consideration of processes within music therapy or the therapeutic 
relationship. Previous studies have also focused on specific groups of participants (for 
example cultural and occupational background) and theoretical orientations and concepts 
(Dillard, 2006; Roberts & Farrugia, 2012). This study allowed for consideration of the 
possible transferable qualities of music in reaching a client therapeutically through 
understanding the use of the musical phenomenon in therapy.
Current literature acknowledges a lack of qualitative studies holding analytic rigour and 
depth, suggesting further interpretative studies are needed to fill such a gap (Keith, 2005). 
Gaining insight into the experiences and perceptions of how the music therapy relationship 
is used to facilitate therapeutic change has made a valuable contribution to current studies 
available. This study has added to qualitative phenomenological approaches, considering 
idiosyncratic meaning-made and further allowing for interpretative depth. Additionally it 
has produced accessible data beneficial to psychotherapeutic practitioners interested to 
learn of the music therapists’ role, how music forms part of the therapeutic relationship and 
how the developed therapeutic relationship can facilitate therapeutic change.
This study illuminated that music creates a triangle in the therapeutic relationship, 
providing more relational aspects than just that of the client-therapist. This appears to 
support Robarts’ description of music as “poietic processes in music therapy” where 
music forms a part of the relationship in reaching therapeutic change (Robarts, 2000, 2003; 
cited in Robarts, 2006, p.255). Participants regarded music as supporting the development 
of the therapeutic relationship and also creating a separate relationship between the music 
and each individual. The one male participant stood out amongst the sample as viewing 
music differently, as a tool assisting attachments in the relationship and ultimately 
therapeutic change. Participants’ accounts displayed a structure used to demonstrate the
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role music plays in the therapeutic relationship, leading to change. This appears to support 
Robarts’ (2006) experiential structure used to access such experiences as much as possible 
whilst not having been a direct part of them.
It appears that music may express meaning-made within therapy and such occurrences 
were described as felt-experiences evoking a deeper level of emotion, informing the 
participant’s perceptions and understanding of the role of music in therapy. This supports 
previous findings of an association between emotion and higher levels of meaningfulness 
through music (Craig, 2009).
Limitations of the research study
Limitations have been derived fi*om this study. Findings generated fi*om a qualitative IP A 
piece cannot be generalised to a larger population. However, in-depth accounts of the eight 
participants revealed rich data, allowing for a thorough understanding of the therapeutic 
use of music. This produced insights that could be considered a new idea or less considered 
within counselling psychology which focuses on an I-Thou relationship between client and 
therapist.
Whilst all participants were music therapists, there were some variations in age, sex and 
ethnicity which could raise issues of broader relevance to the research under question. It 
was aimed to recruit a pool of UK participants to further develop upon studies available, 
yet it was difficult to recruit them. It was decided that one male and two American 
participants would be accepted into the pool sample (commonality being qualified music 
therapists) to yield more data. This was used to develop depth and analytic rigour of 
subjective experiences in the analysis.
Whilst face-to-face interviews were preferred, Skype was used to connect with 
geographically inaccessible participants. With the support of recording software, good 
internet connections allowed interviews to resonate with face-to-face experiences enabling 
facial expressions to be captured better representing non-verbal communication in the 
transcript. The researcher was dependent however on participants’ viable internet 
connection for remote data collection. Occasionally, difficulties were encountered when 
participants’ internet speed was low and transmission breaks occurred. This would impede 
the flow of conversation and could also impact the quality of sound and ultimately the
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speech being heard. However, it was possible to regain the flow of the conversation at such 
points and to keep focused on the topic at hand.
Participants at times presented with difficulties explaining their perceptions and 
experiences of music therapy in words. This supported limitations found by Roberts and 
Farrugia (2013) who reported that participants had difficulties in expressing ‘meaning’. 
This could perhaps have been supported by an approach that allows for integration of 
theory into the analysis, such as Thematic Analysis, to further understand and make sense 
of the data (Boyatzis, 1998). A discursive method to analyse discourse may be beneficial in 
further research to explore language used by music therapists in discovering meaning and 
‘truth’. IP A however allowed for a creative process, staying close to the raw participant 
data, focusing on a hermeneutic of empathy (Willig, 2012) to access the participant’s 
world, rather than the intangible qualities of music not readily or easily accessible. This 
allowed the researcher the value of finding a “gem ” within qualitative research, a process 
described as “diving for pearls” (Smith, 2011, p. 7).
The difficulty in translating musical experiences of the therapeutic relationship could have 
highlighted that a music therapist understands such experiences through a musical 
language. This could have also reflected that a music therapist, in the role of the researcher, 
may have been more able to understand such musicality and translate this into words (as 
the researcher was neither a musician, nor a music therapist). Furthermore, music 
therapists may have been less able to explain accounts in a psychologically coherent way 
than a musically trained psychologist. The participants at times spoke through their clients’ 
experiences. Following on from the difficulty in translating musical experiences, this could 
also suggest a theme of concealment of their own views, representing attempts to protect 
music therapy as a discipline.
Validity and reliability criteria were employed in accordance with achieving quality IP A. 
Sensitivity was applied to the similarities and differences of the interviewees to the 
researcher. As a counselling psychologist the researcher could have assumed and, 
therefore, misinterpreted terminology used by the participants as different to their intended 
meaning. Naturally, the researcher would come with perspectives that were influenced or 
shaped by her training which could have impacted the data. However, these were bracketed 
as much as possible. Participants may have felt the need to attempt to translate their 
experiences into ‘counselling psychology language’. Further to this, when talking to
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someone who is not a talking therapist, it could be possible that they may frame their 
experiences differently. Throughout this research process transparency, commitment and 
rigour were adopted by the researcher ensuring a thorough engagement with and respect 
for the data obtained. Emergent themes were discussed in supervision and the master table 
of themes was revised as part of the ongoing iterative analytic process.
A future perspective
Future beneficial research could be undertaken to explore perspectives of participants who 
are both psychologists and music therapists, or musically trained and also qualified in 
verbal psychotherapy. With knowledge of these capacities, being able to use music 
therapeutically (as a music therapist) and also able to provide talking therapy (as a trained 
talking therapist), may provide further psychologically accessible understanding of music 
and the therapeutic relationship. One participant reflected a need to further develop her 
training within verbal psychotherapy. This opens possible idiographic potential to follow 
up such music therapists who expand their training in talking therapies, to see if they can 
further describe and account for their experiences of the use of music in the therapeutic 
relationship or, if indeed, their experiences change. This seems particularly important 
given the difficulty participants’ expressed of putting such experiences into words. A 
longitudinal approach would be suited to such a study.
Honing into to the relevance of music therapy to the practice of counselling psychology, 
narrative analysis could be used to consider how experiences of music are structured by 
stories in exploring how music has played an important part in particular stages of their life 
or how the individuals may have related to music within personal therapy. A deeper 
understanding of the musical therapeutic relationship could enhance knowledge of client 
suitability for music therapy or how music could be used as an aid to therapy more 
generally.
Within the initial stages of the research process, the researcher was limited in 
understanding how such research derived from a psychoanalytic perspective (for example, 
Dillard, 2006) could be further developed. Having undertaken this study, it became 
apparent through the learning and development of both the researcher and the data derived, 
that the principle third terms within therapy could be explored further from a qualitative 
psychoanalytic perspective. This could allow consideration of how psychoanalytic third
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terms are experienced and their role perceived by participants, both within the field of 
music therapy and counselling psychology.
Implications for future practice in counselling psychology
This research holds relevance to counselling psychology, standing as the first study within 
the discipline focusing on the role of music in the therapeutic relationship. Implications 
emerged that are relevant to the future practice of counselling psychology. The complexity 
of using and understanding musicality in therapy has been highlighted. Thus counselling 
psychologists may need to consider the impact of music upon the therapeutic relationship 
in developing meaning-making. This may not always be outwardly displayed but may 
provide a separate interpersonal impact that may need to be sensitively considered. 
Counselling psychologists can remain open and curious to connect therapeutically beyond 
words when necessary or appropriate in supporting talking therapy tasks, addressing 
process issues or working with specific client groups.
The majority of participants did not identify with a theoretical orientation. However at 
times references were made, for example ‘psychodynamic’, which did not always seem 
appropriate as intended and appeared to be understood or used differently compared to 
their use in talking therapies. Given that much of the analysis highlighted the use of music 
as a form of non-verbal communication, this introduces the question: What does it mean 
for counselling psychologists when we cannot always translate an unspoken, different 
language into words? Coyle (2008, p. 69) similarly refers to the difficulty of capturing 
some phenomenological experiences in language as “effing the ineffable ” to represent the 
difficulties both participants and the research may have in expressing and defining such 
intangible concepts in language. The answer to this question may pose as unique to each 
individual. Yet for counselling psychology (a group discipline which tend to construct a 
therapeutic relationship based on ‘I-Thou’), this opens up a different perspective for 
consideration -  that of the ‘third’ being communicated. The use of tools other than words 
is augmented to communicate in therapy.
There are practicalities in the training of counselling psychologists whose core training 
demands may not allow for further creative modalities amongst core modules taken. Music 
therapy is grouped within Art therapy in NICE guidelines and thus it could be better 
accepted by services when it is recognised this way. This could highlight a need for
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promotion of the discipline within psychotherapy more generally. Further knowledge of 
music therapy would not only allow for the consideration of such elements within 
counselling psychology, but would also allow practitioners to assess for suitability for a 
referral to music therapy. This could be collaboratively discussed with a client in meeting 
their needs and devising a therapy plan.
To conclude, in an attempt to further understand subjective experiences of the therapeutic 
relationship, counselling psychology holds a flexible, creative approach to therapy. This 
research has engaged with music as a different psychotherapeutic approach to talking 
therapy. Furthermore, it has embraced ‘Otherness’ through its use. This research has 
provided new insights within counselling psychology. This does not mean that such a 
notion of the third in the therapeutic relationship does not exist within our work, but it may 
be possible that as a discipline, it is not attended to or made use of as much as it could be. 
This may encourage counselling psychologists to consider shifts outside of the traditional 
paradigm of the dyadic therapeutic relationship. The ‘Otherness’ of the use of music in 
therapy has been viewed as a language which underlies the very essence of music therapy. 
Whilst such knowledge may be a given to music therapists, it is certainly new knowledge 
that can be borrowed from the discipline of music therapy and considered within 
counselling psychology practice.
Music is not just an addition to communication and aid to language within the therapeutic 
relationship, but is also viewed as a musical language and a ‘co-therapist’ in its own right.
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Reflections
This interpretative phenomenological analysis (IPA) was a further research piece with a 
fresh phenomenon using a new set of research participants to address a newly focused 
research question. I developed a newly formed enjoyment in the role of the researcher. 
With the support of my supervisor, I learnt how to develop passion for my research, 
becoming excited by the process. Engaging with the data, I observed it develop which was 
rewarding. Keeping a research journal throughout this process has supported reflection of 
my journey.
Recruiting UK accredited music therapists was not an easy task. Advertising the research 
through the ‘British Association for Music Therapists’ (BAMT) research bulletin proved 
unsuccessful. This left me concerned as to how I could reach out and access music 
therapists. However, I gathered further UK participants using the BAMT list of accredited 
members. Additionally, I posted advertisements on music therapy and research forums 
using Linkedin, a professional social networking site. This increased the number of 
participants and thus data accrued, yet homogeneity was compromised to include one male 
participant and two non-UK participants (both American) into the sample. A more 
homogenous sample may have been desirable to eliminate any potential differences based 
on these factors. Initially this had not been considered, as the focus was on recruiting 
participants who were all music therapists. On reflection I can appreciate that had I placed 
further recruitment restrictions I would have lost depth of data from the exclusion of three 
participants.
Skype interviews made it possible for the researcher to interview geographically in­
accessible participants. Occasionally participants’ internet connectivity was unreliable. 
Subsequently, the clarity of participants’ speech was compromised with one participant 
and restricted observations made of body cues and language due to the video interaction 
freezing intermittently, impacting the natural flow of the conversation. This was a 
frustrating process where I felt powerless to enhance the Skype experience. I encountered 
an additional barrier to get through in understanding the experiences of music therapists (as 
a non music therapist) through such a technological medium.
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From the data it became clear that at times participants appeared to demonstrate difficulty 
in expressing their experiences and views in words. This was a felt experience I 
encountered during interviews where at times some participants struggled to express 
themselves verbally. Participants appeared to accept this, content with appreciating the 
musical impact upon the therapeutic relationship as a felt and shared experience. This, 
however, presented me with a difficulty of accessing data answering the research question 
in a way that could be globally shared with others. Whilst the very nature of IP A allows for 
interpretations to be made, this particular aspect induced difficulties for me at times to 
bracket off my own assumptions and viewpoints from a talking therapist perspective. This 
also highlighted difference between myself (as a talking therapist) and the participants 
(music therapists) who converse differently.
Whilst writing the analysis, there were occasions where descriptive segments fi*om the data 
were difficult to interpret in words. I strove to gain a thorough understanding of the 
participants’ world views and used interpretations to support quotations representative of 
their experiences through my own lens. However, such instances could leave me wanting 
to support interpretations with theory within the analysis. On reflection, a method such as 
Thematic Analysis (Boyatzi, 1998) could have supported this struggle, allowing me to 
integrate the two at this stage of the report writing. Further to this, I noticed that I lacked 
confidence in describing my research vocally. I found it difficult to balance being 
interpretative to ensuring I stayed close to what was grounded in the interviews. 
Experiencing internal pressure writing this research piece as a new phenomenon I felt 
anxiety and uncertainty, which reinforced my self-criticism. Exploring this in supervision 
enabled me to rationalise these feelings but hold on to my determination and passion for 
my research, acknowledging the developmental improvements I have made personally.
Music was described by participants as a third element to the therapeutic relationship that 
both could relate to outside of themselves. As a researcher, this presented me with 
relational dynamics of which I was not a part, leaving me feeling ‘on the outside, looking 
in’. This allowed me to bracket biases as this was a professional phenomenon unfamiliar to 
me as a talking therapist. However it also left me frustrated. It appeared that in some 
interviews there was a wall between the researcher and participants where I felt unable to 
fully connect or understand the experienced phenomenon under question. Relating back to 
the theme of music as a language, I felt excluded from this understanding and from being
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able to relate in this way. This was highlighted because I am neither a music therapist nor a 
musician and whilst clients in music therapy may not be musicians, they experience this 
form of therapy first hand as part of a shared experience. Thus, in the role of the 
researcher, it could prove difficult to truly get a sense of participant experiences having not 
been a part of it. This led to doubts I held about my own ability to do justice to such 
phenomenon.
Discovering the advantages of being an outsider (requiring less bracketing) lead to my 
increased awareness of assumptions I may make in a position of difference, as a talking 
therapist feeling unable to fully understand participant experiences. I attempted to make 
sense of participants’ experiences and their voice from the musical language, thus making 
sense of their experiences through what they shared. In this sense, music can possibly be 
viewed as beyond language where it creates an experience that the researcher attempts to 
translate into a language understandable to others. Accordingly it can be recognised that 
through this process distortions could be made.
Whilst I strived to understand such phenomenon verbally, this contrasted with the very 
nature of using music therapeutically. I became curious as to how this impacted 
participants, as music therapists, conversing with a researcher whose identity, as a 
counselling psychology trainee communicates with others verbally. Indeed, there was 
occasion when I used psychological concepts and language that some participants appeared 
to struggle to understand. On reflection, it may have been useful to consider this when 
interview questions and prompts were devised integrating less psychological terms which 
may not be typically used in music therapy.
From a theoretical standpoint, there were moments when some participants used concepts 
to explain their positions, which did not appear representative of all examples provided. 
This also occurred in clinical examples shared using words which I understand and use 
differently as a trainee counselling psychologist. Differences were also raised amongst 
professional boundaries which personally left me feeling alienated, rather than 
experiencing unity with participant therapists. Whilst such material could be used to 
interpret a deeper level of meaning attached by the participant, it left me feeling perturbed, 
finding difficulty to bracket my own views constructed of the data presented to me.
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This research has enabled me to develop a deeper level of understanding of what music 
therapy does and its impact upon the therapeutic relationship and therapeutic change which 
I am glad to share with others. I am also left with a sense of how special music is, not only 
therapeutically, but also as an aid in our own lives. Such a musical skill, used to its full 
capabilities, appears to require the competencies of a musician to be fully extended in 
therapy -  in synergy with unsaid thoughts.
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Addendum
The therapeutic relationship in counselling psychology has been described as focusing 
upon a helping relationship which moves away from the medical model, pathologising 
clients through diagnostic labels and instead stems from a humanistic approach to the 
client-professional relationship (Woolfe, 1990). This relates to Rogers’ (1951) core 
conditions based on acceptance, empathy and congruence in ‘being’ with another. The 
humanistic paradigm underpins counselling psychology with a fundamental focus on the 
therapeutic relationship to create change, often adopting an integrative or pluralistic 
approach to practice.
A frequent misconception of music therapy is that it equates to simply using music 
therapeutically. The importance of the therapeutic relationship in music therapy has been 
an underestimated factor. Music facilitates the development of a connected, musical 
relationship between not only the client and the therapist but also a unique, separate 
relationship with the music. Thus music acts as a third element, creating a triangle in the 
therapeutic relationship. Music therapy uses a therapeutic relationship between an 
accredited music therapist and client to achieve goals, growth and change that are helpful 
and can be translated into an individual’s life. Together the professional and client will 
interact with each other cognitively, emotionally, physically and socially, developing the 
individual’s ability to communicate and express him/herself. This research shows that 
music can be used as both a therapeutic tool supporting engagement, expression and 
communication in relationship with another, as well as an additional language apart from 
verbal communication, standing as a separate musical language through which to converse. 
The music therapist uses music to understand his/her client and may be guided by him/her 
musically, following the musical language to reach the individual. This may also include 
observing the musical interplay as well as guiding the client through suggestive musical 
improvisation or music created in the session.
Socialisation and improvisation are two important concepts that are specific to music 
therapy, which offer an additional pathway in supporting the therapist to communicate 
with the client beyond words (or when words are not necessary). Music therapy has been 
shown to be of particular benefit, providing opportunities for socialisation in client groups 
such as those with mental and/or physically disabilities. Furthermore musicality has been 
described as holding a vital role within groups, enabling social development, allowing for
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imaginative and creative expression (Malloch & Trevarthen, 2009, p. 13). For example, a 
mentally and/or physically disabled individual living in a group home, whose daily life is 
structured for him, is given the space, time and choice to engage in a musical therapeutic 
relationship in music therapy. This may differ from the routine arranged activities of 
individuals who may not otherwise have such opportunities. Engaging in the relationship 
with the therapist is also a to-and-fro engagement, supporting an individual to develop 
skills of turn-taking or responding. The therapist facilitator can be in that group or a one- 
to-one setting, enabling the individual to engage in an interactive process of dialogue. 
Whilst in the group there is a facilitation of the therapist for socialisation. On a one-to-one 
basis the therapist enables the facilitation of a process of developing the therapeutic 
relationship through socialisation communicated via a musical dialogue. Thus music can 
support socialisation between individuals. For example, in group music therapy a gathering 
drum is an instrument that can be shared by a number of individuals, enabling the creation 
of music and allowing for interaction, learning to be in relationship with others.
The second important concept in music therapy is that of improvisation. Improvisation is 
based upon spontaneity, experimenting with different tones and sounds as a form of 
expression, creating new ideas and thoughts. This is then reflected upon and meaning- 
made. Improvisation of music uses the therapeutic relationship to find such meaning 
through a shared process between the client and therapist to ''find something meaningful” 
or singularly by the therapist after the therapy session (Ansdell, 1995, p. 26). It has been 
shown that the particular benefits of participating in a music therapy relationship, 
creatively making music together, enables skills developed to be transferred to an 
individual’s everyday living. This is based on an active two-way process through 
improvisation of music-making or the use of the therapist’s music (such as his or her own 
voice or instrument), supporting development of the therapeutic relationship. The therapist 
is able to use specialist skills adopting a receptive or active role to understand, attune and 
musically respond to a client. The role of the therapist has been described as a “musical 
companion” within the therapeutic process (Ansdell & Meehan, 2010). One of the benefits 
of improvisation is that it enables self expression through the shared creation of music 
therapeutically - what cannot be voiced verbally (for example anger) is expressed via 
music.
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APPENDIX 1 
Information Sheet
The aim of this research project is to explore music therapists’ perspectives of the 
therapeutic relationship in music therapy. This research considers the term ‘therapeutic 
relationship’ to represent the meeting of two people, the therapist and the client, to produce 
therapeutic change.
If you agree to take part in this research, an interview will be conducted to gather 
information about your experience and perspectives of the therapeutic relationship in 
music therapy. In order to protect your confidentiality, anonymity will be maintained. Any 
identifying information will be changed or removed from the research material. All data 
will be used for research purposes only and will be respected in accordance with the Data 
Protection Act 1998. Once the research has been submitted and marked, the recording will 
be erased.
Please note all NHS (for UK participants) clinical material is exempt fi*om this research. 
Any client cases referred to must relate to therapeutic work with private clients or charity/ 
other work organisations who have approved and given permission for its use in this 
research.
You are free to withdraw from the interview at any time. There are no right or wrong 
answers to any questions; the focus is on your experiences and perceptions. Once the 
interview has been completed you will be fully debriefed on the research.
Please read the consent form overleaf and if in agreement, sign the consent statement.
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Participant form
I am investigating music therapists’ experiences of the therapeutic relationship in music 
therapy. Semi-structured interviews of approximately 60 minutes long will be used to 
collect the data. The interview will be voice recorded and transcribed. All identifying 
details will be removed. The transcript, or extracts from, may appear in my report and in 
publications arising from it. The transcript may be viewed by my supervisor, who might be 
involved in examining the report.
Everything you say will be treated with confidentiality, but there is a limit to this: if you 
disclose a risk of serious harm to yourself or others I may need to take appropriate action 
(this adheres to the ethical guidelines of the British Psychological Society).
Nicola Taylor
Counselling Psychologist in training
Professional Doctorate in Psychotherapeutic and Counselling Psychology 
Consent statement
I agree to take part in this research, and am aware that I am free to withdraw at any time. I 
understand that the information I provide will be treated in confidence by the investigator 
within the limits described and that my identity will be protected in the publication of any 
findings.
N am e....................................................................................................................................
Signature.................................................................... .........................................................
D ate......................................................................................................................................
Please note: if you have concern about any aspect of your participation or any other queries 
please raise this with the investigator using the contact details above or via email, 
N.Taylor@surrey.ac.uk. However if you would like to contact an independent party please 
contact the course research supervisor (Dr Riccardo Draghi-Lorenz, R.Draghi- 
Lorenz@surrey.ac.uk).
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APPENDIX 3
Research schedule
1) Can you tell me about what music therapy means to you as a therapist?
(Prompts- how would you describe it and what it does? How would you characterise it? What is 
the significance of it for you personally? What is your personal investment? for example, money, 
passion. Do you do other forms of therapy and how does music therapy stand out?)
2) Can you tell me about how you approach the therapeutic relationship in music 
therapy?
(Prompts-your style, approach, theoretical orientation, what do you do? Particular experience, for 
example difficulties in therapeutic relationship)
3) Can you tell me about what role you consider music to play, in the therapeutic 
relationship, if any?
(Prompts- What is your understanding of this? Was it significant? Did it make a difference? I f  so, 
how?)
4) Can you recall a particular time when something significant happened in the 
therapeutic relationship with a particular client?
(Prompts- Particular instances in as much detail as possible, what was going on at the time? How 
was it significant? In what way? Were you both playing music? Can you describe your feelings? 
What thoughts went through your head? What was the impact? What sense did you make of this 
experience? What sense do you make of it now?)
5) How would you conceptualise the impact of the therapeutic relationship on 
therapeutic change in music therapy, if there is any?
(Prompts- Orientation of therapy and theoretical model? How might this be different with music? 
Particular client group? Formulation? Particular instruments or music? Therapeutic 
interventions? How is music different from therapy with words? Can you give me an example? 
What do they see as the important dimensions o f the therapeutic relationship and how would they 
describe particular elements?)
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The University Ethical Considerations Flow Chart
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APPENDIX 5
START AUDIO
KEY : Nicola (Therapist)
David (Participant)
Nicola: Right, ok, so if you are ok for us to start now -  so I would like to find out more of your
experiences and perceptions of the therapeutic relationship in music therapy, particularly 
in leading to therapeutic change. ‘Can you tell me about what music therapy means to you 
as a therapist?’
David: Ok, {sighs and long pause) -  I think for me music therapy is a culturally meaningful tool that is
accessible to a very large number o f people. I would say everybody but there are people who 
suffer from something called amnesia, who perhaps ean’t use music therapy. But I think in a lot 
o f ways it is a tool which is accessible because it is quite human in a lot o f ways, it contains 
emotional content; it is something that we, as human beings, have created -  so it is part o f our 
kind o f existence and our identity. So it is bound up in so many ways within actually being 
human and within cultural evolution that, actually - that music has been there for a very long 
time -  so it’s something that we can use and if  it can cause a change then it’s a very useful tool 
because it is not alien; it doesn’t make people scared; you are not having to put them in a CT 
scanner or do anything particularly invasive and it can contribute to lasting change. To me that 
is a very very useful thing,
Nicola: Yeah, yeah -  what personal significance does it have for you as a therapist?
David: For me, it fulfils my role my destiny as a music therapist is probably what you are getting
towards -  so -  is that true, is that what you are thinking about? How I relate to what I do?
Nicola: Yeah I think so, but also -  so I guess it can overlap as well with personally. So your own
investment with the music, but also as a therapist in what you do as well I think.
David: Ok, well my own investment in music itself is that music has been a part o f my life, I suppose
when I say as a practising musician -  it has been a part o f my life since I was 11 and it has been 
a big part o f my life since then really. I have always felt very strongly about music itself and 
feeling that it is important in my life -  it was part o f my best moments in that period but also 
probably got in the way o f what probably my parents wanted me to do at the time.
Nicola: So was it something that you were put into really.
David: No, I chose to play the guitar, which is my principle instrument, and my family encouraged that
and they were very supportive so I was never made to play anything. I think there is a different -
212
i f  you are made to play something it is not necessarily what you enjoy -  so I was always self­
motivated. I would spend hours and hours every night practising and that’s how motivated I 
was. So it has always been a big part. For me music is something that I have often used and, 
certainly through my adolescent period to express myself, when certainly I was probably not 
using words in a way that I am using them now. So I probably felt it was a more natural, a more 
normal way to express things. Certainly it might have been through that period something that I 
could use to feel satisfied with what I had expressed because I don’t think at the time I would 
have been able to get the same satisfaction with talking.
Nicola: Ok, why is that, can you explain a bit more when you talk about it as being raw as well?
David: I think there is something about the emotional content in musical expression. We know that the
limbie system is involved in musical expression and in music listening as well. So I think there is 
a very direct connection with a pre-verbal self when we use music, rather than singing. I mean I 
think there is a good bit in singing as well - but if  you think about playing the instrument like a 
violin, a guitar - 1 think there is something about expressing an emotional, some sort o f feeling 
that perhaps you can’t quite describe but it is feeling, it is something unprocessed, something 
being raw, something being unprocessed. I suppose in psychotherapy we might think about 
projection really, the projection o f the thing which we can’t quite process at the time -  we can’t 
quite find the meaning in to express. So maybe there is something about cathartics in there as 
well. So that’s what I suppose I mean by
Nicola: Yeah, yeah, so how would you describe it and what it does within the kind of music therapy
context of music therapy relationship of your client - and I guess as well bringing in the 
processing that you have just spoken about -h ow  would you process it musically?
David: Ok. It’s different for each person that I work with. Say, for example someone who is mute,
whose mutism might come from a very high anxiety about making sound -  that chance 
expression might be muted. So they might want to express themselves; they might come every 
week to the session but that child might play or chose not to play and also chose, really shows a 
strong need for me not to play or play above a certain volume; play certain instruments; there are 
some things which might be off limits...so that I am feeling a mutism as well.
Nicola: So how would they express that -  say, for example, if they did not want you to play. Have
you got an example of what you are thinking of?
David: Yes, yes, there is a child I am working with who is selectively mute and she didn’t want me to
play the piano or the guitar and her way o f communicating that was to use the Makaton sign o f  
hope or to become upset. So we explored what was allowed and what was not allowed using a 
piece o f paper or something like that. I was doing a lot o f the writing, so it was very much yes 
and no - Makaton signs for yes and no. There were some things that were allowed, they were 
small objects that could be really really controlled in terms o f their loudness and every time she
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played, something like even the triangle...which is very resonant...she would play it in a muted 
way. So if  I just show you (gets out a triangle) -  so the triangle should resonate (sounds the 
triangle twice) like that -  however you can play it (plays a dull sound on the triangle twice) like 
that. So it’s quite a dead sound really.. .very controlled.. .and that’s the sound that she would use 
a lot at the very beginning.
You were talking earlier about controlled exposure -  again there is this process o f just testing the 
boundaries about what’s allowed and what’s not allowed and giving her control really. It took a 
long time but we got to the point where she was able to talk in the sessions and we could play 
instruments and she wasn’t too worried about loudness -  it was a gentle process. But it was very 
much around thinking about what was bothering her really, which would change. There were 
other issues as well, but eventually we were able to discuss what was on her mind really and that 
was what we wanted to get to.
Nicola: Ok, yeah and was that verbally then or still through the music?
David: Yes, that was verbally, yeah. The music was a way of exploring the sound and exploring the use
of that and for her to feel comfortable with it.
Nicola: Can you tell me a bit more about the Makaton as well in terms of how that formed part o f
the therapy - 1 would just be quite curious to hear more about that?
David: Well the Makaton sign was used because that’s what she was, I suppose, used to music at the
special needs school and that was what she felt comfortable using. But the silence was very 
limited; so her Makaton vocabulary was much more limiting than her speech -  well obviously 
her speech was very limited, she was selectively mute - but when she was able to talk she would 
use many more words than she could use Makaton sign. So I don’t think it formed a big part o f  
the therapy at all, it was just a means to some form o f communication right at the very 
beginning.
Nicola: And do you do any other forms of therapy as well as the music therapy?
David: What, personally?
Nicola: Yeah.
David: No I only trained as a music therapist.
Nicola: And how does music therapist stand out for you compared to, perhaps, a talking therapy
approach or a different type of therapy?
David: Why did I choose it rather than something else? Um, well I think it’s got strengths in particular
areas. I think music therapy is particularly appropriate for people with communication disorders
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or people who are non-verbal. I think it’s particularly useful for children with autism and without 
autism and I think it’s very useful for people with brain injury (music rehabilitation to 
rehabilitate movement and cognitive functioning, communication). So why does it stand out 
from any o f the others? I think -  I became a music therapist because my love o f music, my 
interest in music is much greater -  well I enjoy art and drama -  but, music for me makes me feel 
quite different. It arouses strong emotional responses in me, more than drama or visual art. So for
that reason I suppose I am quite sensitive to music and I suppose I use that sensitivity as part o f
my work.
Nicola: Yeah, definitely.
David: And I suppose that’s why it stands out for me personally.
Nicola: Yeah, yeah which is important. Yeah ok. Is there anything else you would like to add to this
kind of question about what music therapy means to you as a therapist or are you happy 
for us to move on?
David: (long pause) I suppose the only thing to add really would be that it is very rewarding to be able
to use something which is your passion in a way to help people, I think. And I suppose that is 
what it means to me to be able to do that. Rather than just for my own gratification.
Nicola:
David:
So very much the transferable qualities really isn’t it -  the skills that you have?
Absolutely, yeah I suppose that is what it means to me in that way -  it’s a really useful way to 
use it and I think probably quite close to ancient uses o f music any way, rather than purely for 
entertainment which is I think a lot o f people use it for now.
Nicola: Yeah, ok. Could you just say a bit more about that -  what is your understanding of the use
of music historically and its development and how that has informed your own practice or 
understanding of music therapy?
David: Well I think Steven Martin wrote a paper on Anthropology o f Music or something like that. He
talked about music pre-dating language and that music was used broadly, much more broadly in 
terms o f its uses within culture and human beings, and was used to communicate a lot more. 
Then when language began to develop, music’s position within communication began to narrow 
a bit as language took its place in the path of, kind o f spectrum, o f music I suppose.
I think music has been certainly been used by the Greeks and ancient cultures for healing. If you 
look in some of the tribes and some o f the uses for chant and they use songs and stuff as a way o f  
treating people. So there is a long history - 1 mean in all cultures - 1 am sure you have found this 
— it’s quite common in lots o f quotes — you will find music in every tribal culture throughout 
time. Nowadays when we look at some o f the research -  if  you look at some o f the neurological, 
the neuro-scientifie research on the affect o f music you can see how kind o f closely connected
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some o f the charaeteristics o f music are linked to the body’s function. For example 
neurotransmission is very closely related to external auditory stimuli, especially rhythmic stimuli 
-  rhythm seems to be a key element in triggering neurotransmission and organising neurological 
processes - which is how a lot o f the neurological rehabilitation within music seems to work. I 
know that my work with children who have had a traumatic brain injury and the physios that I 
work with say that the children walk in a more stable gait and the timing is better with music 
than without it. So there is a lot to do with kind o f how supportive it is.
Nicola: Yeah, in a very different kind of therapy as well. Yes very interesting.
David: Yes, that is functioning orientated but that’s -  I think it is difficult to disassociate someone’s
kind o f recovery o f function from their identity, which is a lot -  and identity is a big part o f  
working psychodynamically with someone as well.
Nicola: Is that your orientation is it, psychodynamic?
David: Well I trained at XXXXXX and the training leans towards psyehoanalytic/psychodynamie
thinking and theory but it’s quite inclusive o f thinking about something to learn from.
Nicola: Ok that kind of comes into our next question as well now -  if  you can tell me about how
you approach the therapeutic in music therapy? So perhaps how you were informed by 
your own style and approach -  kind of theoretical orientations as well?
David: So how I approach the -
Nicola: - therapeutic relationship in music therapy.
David: Ok, so it all depends on the reason for the therapy; who else is going to be in the room; so what
kind o f boundaries are going to be in place; which ones can we hold and which ones is it 
acceptable to allow a little bit o f movement with? Because ultimately there are fixed rules that
need to apply but, actually when working in the real world, sometimes you have to think about 
actually what’s useful here. So, um, in answer -  working with some o f the children here, some 
will probably be on the autistic spectrum who might have sexual integration difficulties. I would, 
I think firstly I might be thinking about well what is their behaviour telling me about their need 
for sensory input, what kind o f other hyposensitive or hypersensitive to the sound o f -  do they 
need to move around a lot; what’s the change in their behaviour over the period in the session 
and what is that going to tell me -  are they more calm by the end?
Nicola: And so would that be based on your own experience in the therapeutic relationship and
also feedback from external professionals or observations?
David: It’s -  so my knowledge o f that individual’s sensory needs will come from communicating with
the occupational therapist and other professionals who would be there because other professional
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therapists would have done some sort of, what’s it called -  sensory profile - for that child. So I 
would know something about their sensory depression issues, i f  they had any. So I would be 
thinking about that. Also I would be thinking about actually what kind o f day are they having, 
are they well, are they ill, when was the last time they saw their parents? You know all sorts o f  
different things that might go into what their mood state is at the time because they often won’t 
be able to speak and say oh I  am having a rubbish day or listening to my parents or something 
like that. And often I will put myself in a position o f just wondering really - because that is, I 
think it is quite a useful position because it is not a rescuing position but it is an accompanying 
position and sometimes we just don’t know.
Nicola: But also it sounds like a lot of thinking or reflection on your part. It sounds quite busy.
David: Yes, it is quite busy and as a music therapist I think all music therapists have to think quite
quickly because you can lose someone in a moment. But that is part o f music itself -  is that it’s 
temporal -  unless you are recording it then you can review it. Say, for example, in the music 
what I might be doing with that child with sexual integration issues and who also might not be 
able to speak -  is also thinking about proximity to me and what kind o f music I might be playing 
to reflect what’s going on with them. I might reflect something about their movement or 
something about what their mood might be so see if  they notice what I am doing, get a little 
closer by doing that. What happens when I stop playing?
Nicola: Generally, would you use particular instruments or could you move it around a lot with
different instruments that you might use?
David: It depends what they can tolerate. Um, so I might use the piano quite a lot with some o f  them
because they quite like me playing that -  not that I am particularly good on the piano -  but they 
might have just got used to me playing that particular instrument. So, yeah, it depends. I will 
look for clues from them really about what they like -  some children would prefer me to sit on 
the drum kit and play or they would prefer me to listen -  it all depends on what they want and 
it’s about, I suppose, eliciting their voice in the room really.
Nicola: And what impact does that have, you listening to their music on your relationship? Can
you tell me more about that aspect?
David: I think it is probably one o f the most important aspects really, listening to them because even
when I suppose I am playing music I would play it in response if  you see what I mean. So it will 
be in response to what is being presented to me. Whether that’s a kind o f emotional projection or 
whether it’s something a bit more kind o f obvious. Sometimes I will ask to just listen as they 
play...I think that’s very important for the child really because they might not get the 
opportunity in their world for the rest of the day for someone to just give them the opportunity to 
express themselves and just to wait and not to put any other demands on them.
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Nicola; And what significance does that hold?
David: What do you mean?
Nicola: Having that space to be able express themselves.
David: I think it’s hugely significant.
Nicola: They might not be outside the room.
David: Well, because, certainly within an educational setting and in special needs school, demands are
placed on them throughout the day and their behaviour is quite - for some o f them, probably
continuously. So the music therapy session - all those boundaries and sets o f things which are not 
allowed, like violence or anti social behaviours essentially, or destroying instruments things like 
that -  there are, this is a space where a child can come in and it can be difficult for the rest o f
their day but they get to make a lot o f decisions. There are times where I work with children
when they need to challenged, but that’s part o f the therapeutic process I suppose. So it’s about 
playing with their control o f another human being -  thinking about that, probably thinking about 
attachment and how that features in their sort of, within their life really.
Nicola: Can you tell me a bit more about - 1 don’t know if you have got an experience that you can
relate to where it has been challenging within the therapeutic relationship or there have 
been difficulties and perhaps how you have overcome them? So I guess this is what I am 
kind of interested to learn more - 1 don’t know it sounds almost like risk taking in how far 
do you let someone be very expressive, emotionally and physically -  in kind of knowing 
when that is safe for both of you really or when is it destructive and how do you manage 
those difficulties?
David: Um, it depends on what prior knowledge you might have. When I was training I worked with a
young adult, male, and he had a choice between going to prison or engaging in psychological 
interventions I suppose. He had quite a lot o f therapy really - music therapy was one o f the 
interventions and he had a clinical psychologist working with him. There was work that the case 
manager took and risk assessments and there was guidelines and so he understood these are the 
things if  Ifee l like this, this is what I  can do. I was thinking about positioning as well - so he had 
access to the door - rater than not have to go through the therapist to get to the door but actually 
just to get to the door so if  it got too much he could leave. We didn’t get to that point with him. 
So thinking about what level o f risk there is and what can we put in place to manage that really 
and give the client  ^ I suppose, the ability and the support to be able to manage that themselves 
rather than for it to escalate. But things can start to escalate a bit and so if  someone finds 
difficulty regulating themselves (which I have here with one o f the older children really) and 
they get a bit hyper and perhaps someone might get hurt because actually they get to a state 
where they can’t regulate themselves back down, then I think a lot o f the time it is trial and error.
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You have kind o f the negative experience at some point and then you realise ok well that was too 
far.
Nicola: Is that the experience you were thinking of?
David: Yes, there was one here -  it wasn’t particularly negative but it was pretty elear that actually we
had just got too high emotionally, too aroused and he couldn’t get himself down easily and it 
became like what might happen with a very young child, extreme joy turns into something 
unmanageable.
Nicola: So how did you manage that?
David: In music therapy I use a technique called matching or we might use techniques called grounding
or things like that. Ok. So matching is where I might make something equally as strong as what 
they are doing -  but I might put something in which is organised like a rhythm, ok, something 
might catch their attention and then bring them down a bit. There is one boy I work with who, he 
really likes to drum very loudly and he is very excited, and part o f my work with him is for him 
to enjoy playing quietly as well, so that we explore the different kinds o f arousal that you might 
get out o f playing music. So that he can be with others as well in kind o f musical experiences.
So, certainly for me what I do is I sort o f meet them and then bring them down gradually if  I can 
-  sometimes it’s not possible because they can’t and you just have to try again next time.
Nicola: Yeah, yeah, so with these others you just mentioned just then, so it’s more kind o f ok being
around other people as well with the hope, again, that those skills can be transferred to 
outside environments or it’s bringing them into a group of some kind?
David: Yeah, so first o f all to go into a group, may be a music therapy group, so they can have
experience o f being with other people and doing something they enjoy doing - but perhaps 
encouraging periods o f interaction rather than kind of, you know, helper helped into action all 
the time. So what can quite often happens when you are working with people with learning 
difficulties is that getting them to notice each other and get less frustrated by their peer.
Nicola: So how would you approach the therapeutic relationship perhaps differently in a group
setting than the one-on-one?
David: It’s um, a long haul structured because it’s the group setting, so for it to be clearer boundaries
(long pause). I think there are more boundaries actually because there are more people to think 
about and so each person have a particular thing, so we write a group contract and the 
individuals within the group might, i f  they are able to communicate it, might have specific things 
that they would like to have in the contract -  it might be no shouting or whatever it is that they 
are particular sensitive to. I think there are a lot more rules but they are involved in that so they 
sort of own it a bit. Yes, so there is more structure in a sense -  some of the people I work with on
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a one-to-one have structured sessions as well because they are used to that and they need that 
structure to support them.
Nicola: And with it being structured is it, I guess what I am thinking experientially, is there a set
agenda of what you are doing or they can create the music together -  if that makes sense?
David: There might be a set agenda, it depends. We have used in the past a sort o f running narrative
which the children quite enjoy doing, over a number o f weeks.
Nicola: And what does that mean the running narrative?
David: Well I would say it started off with -  well we were thinking about -  we started a group, myself
and the art therapist, and we used musie and art eaeh session and it was a boys group as well. It 
was a way o f looking at, kind o f peer interaction, kind o f creating something together, listening 
to each other, that sort o f thing really. It was quite structured and the running narrative was that 
we started off with an egg which they had to look after and they had to create a space for it, it 
hatched and then they created a character that hatched out o f the egg. Things were made up as 
we went along -  sort o f very broad well what happens next sort o f thing. They would put in what 
happened next.
Nicola: Ok, yeah.
David: And the sort o f thing developed and so there was a running narrative. So week one carried on to
week two and continued holding it as we go. Sometimes the musie in those sessions would be 
just about them coming in and making some noise, because perhaps the kind o f  morning they 
had had and sometimes because they have had an altercation with another child or something has 
happened.
Nicola: With the running narrative, what was the purpose of that therapeutically?
David: Therapeutically? It was a number o f things about it really -  it was to think a bit about
development in a way, identity. Because what they created was obviously a part o f themselves 
and it was thinking about how they were looking after that thing. It was important to them that 
the thinking about their use o f that, that character itself, what that character did and how the 
characters then interacted with each other. The purpose o f that was to provide something safe for 
them to explore interacting with eaeh other rather than doing it kind o f  face to face, doing it 
through the characters.
Nicola: If you had a sense that what they were drawing that was coming out of the egg or whatever
they were expressing through the art of music, would you have a discussion about perhaps 
how that related to them or did you leave it very much as a story?
220
David: Because it’s in the group and, bearing in mind we are talking about children really, and there
was a time limited piece o f work it wasn’t really, I would say it was just about thinking about the 
characters and not really drawing those kind of links because I think, certainly within that group, 
it would have been a little bit too difficult for them to be able do it. Maybe one or two o f them 
might be able to accept that but I think, certainly the other two would have found it just a little 
bit difficult to engage.
Someone that wanted to sing or talk about a song must have found it suitable to just sing about it 
rather than reflect on it and that might have given them something to think about. Maybe later on 
in a year or something they may be able to reflect on a song, but at the moment in time it was 
still just beautiful just to sing probably. I think probably that is where that piece o f work was 
with these boys in the group, that actually this is safe, we can explore interacting, we can even 
just explore just drawing our characters i f  we want to, which they did. You can do things with a 
character that is safe but then I think to take it that step further and link things in that group, I 
think it did blunder really and they probably need to be just a little bit older to do it.
Would you use it to inform the therapeutic relationship knowing that, the sessions that 
followed or in any other work that you were doing?
Nicola:
David:
Nicola:
David:
What do you mean? With that work?
Yeah, yeah.
Yeah it would inform future referrals. Yes, it did inform the therapeutic relationship in lots o f  
ways. I think it was a very useful group and they enjoyed it as well. It was a good opportunity for 
them to -  I think there were some other affects o f it -  I mean they showed changes in the way 
they related to eaeh other as the group progressed. So there wasn’t this sort o f direct need to 
address things in order to cause change, it seemed to be the process o f doing these things which 
are indirect that caused a changed in the way they related to each other.
Nicola: And so very much an unspoken process?
David: Yeah, yeah - that things represented other things and then that was ok not to talk about it in such
a direct way and to shine the light on those things.
Nicola: Ok, great. ‘Can you tell me about the role you consider music to play in the therapeutic
relationship, if any?’ So it might be what your understanding of this is -  again any 
significance or how it might make a difference bringing music into your therapeutic 
relationship with people?
David: Um, there isn’t really one answer to that -  there are lots o f different sorts o f ways that music can
contribute to the therapeutic relationship. Sometimes it is an ice breaker; sometimes it’s a way to 
use humour; sometimes it’s soothing, calming; sometimes it provides people with an opportunity
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to really express something intense and explore intensity in an acceptable way; it’s a soeially 
aceeptable form o f exploring emotional expression. It has a lot o f different ftmetions within the 
therapeutie relationship.
One o f the wonderful things about music is that you can talk at the same time in musie and it can 
be coherent and non-competitive or it can be competitive. You can explore real basic interaction 
in a lot o f ways in music -  turn taking; accompanying each other; leading; following; creating 
something together; listening whilst also playing and you can do it with more than just two 
people in the room, you can do it with a small group and it can still be a shared experience which 
is felt by perhaps all o f the people in the room and understood by all the people in the room in an 
unspoken way.
I suppose that is the main thing actually -  it provides the opportunity for a shared intimate 
experience that is safe for people.
Nicola: Yeah, lovely thank you. I am just wondering as well because it seems like, I guess with any
therapy that each therapeutic relationship is unique and different in its own way. Are there 
any similarities in how you would use music within a therapeutic relationship within a 
particular client group or particular difficulties of a group of clients that you might work  
with compared to another?
David: Yes. So let’s see. Very young children might tend to use a lot o f nursery rhymes, might tend to
use a lot more bouncy sort o f feeling the musie, maybe a lot more obvious anticipation -  when I 
say very young I am thinking about, I don’t know, 2, 3, 4, 5 -  that sort o f age really.
Nicola: And so why is it you would make it more bouncy?
David: Because a sort o f bouncy feel depends on the child and their personality -  so a lot o f children I
have worked with who are that sort o f age quite like a bouncy feel because it wants to make you 
move and it creates a very positive mood state. Whereas something that is very open, slow and 
kind o f legato might create a more calm or, i f  it’s in another key, might create a mood state 
which is a bit more inward looking -  which may not be appropriate for a very young child -  it 
may not be what they need at the moment. It all depends really on the person. With um, let’s see, 
with teenagers I tend to use more pop tunes and they have much more say -  very young children 
do get to say, they get a kind o f selection that they can choose from -  whereas with teenagers 
because they may have developed a musical identity in lots o f ways.
Nicola: Can you tell me more about connecting with that identity?
David: Yes, absolutely, beeause I think your adolescent period is all about kind o f getting your identity
really and your own individuality. Music is a way that teenagers are very effeetive in creating
their own identity and forming their social group; and working out who they are and what they 
like and are prepared to say about whatever it is they want to say. So I tend to think more about
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let them decide -  which is quite challenging for me sometimes. There might be some element of 
performance in what we do and I think there is. So we might explore, Well what is it we are 
doing in here maybe some o f  this is about performing; what is it we would like to perform? So 
they can think about that.
Nicola: And so I guess linking it to the purpose.
David: So rather than squashing their hopes and making them feel quite de-motivated in music self­
esteem, it might be that actually let them have hopes and dreams. But remind them that actually 
the reason why we are meeting is to actually work on this and maybe we can do something and 
then that might be sort o f thinking about what is important about the song choice to them, why is 
it import or notice something about their performance o f that -  that is striking and thinking about 
that?
Nicola: Yeah, ok, great thank you. Question 4 is ‘Can you recall a particular time when something
difficult happened in the therapeutic relationship with a particular client?’
David: Um (long pause) there have been lots o f times I am just trying to think o f them.
Nicola: Yes it’s difficult isn’t it?
David: Yeah, (long pause) Well I suppose - 1 am trying to think o f the children I work with really (long
pause). It’s difficult to isolate at the moment because I don’t think, because they are quite hard to 
capture. Change happens gradually and sort o f trying to isolate a moment, to me, is like saying 
that nothing happened up to this point and then, all o f a sudden there was this really obvious 
turning point where this person took this incredible risk and then just did this amazing thing and 
you are ‘wowed’ and I am just not -  there have been lots o f moments where I have thought that 
was a really special moment.
There is a group that I run here - there are two groups, well they are both needless groups, we 
run them to prepare those who are in their last year here for moving on because they put up very 
strong attachments to people, they have routines and they are inclined to process that. But it is 
my believe that, rather than ignoring the need for someone to go through the emotional process 
involved in saying goodbye to an important place, that actually they kind o f process it. I think 
what a lot o f people do, certainly with learning difficulties, is that they go we don’t need to talk 
about it, we don’t need to talk about and I ’ll get by and then they are left to deal with it 
afterwards. So they still have that emotional response but just that the people who work with it 
don’t have to deal with it. So what we do is we provide them with a space for a year, where they 
can explore it. It might seems a bit weird that at the beginning o f the last year that, well this is 
about leaving and they have just got back from their holiday but this is the time to sort o f grasp 
how to use this space.
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Nicola: It’s such an Important thing as well isn’t it, coming to the end of that therapeutic
relationship that a year is nice if  you can have that space.
David: Exactly. So there have been lots o f quite important moments really that have happened within
those groups, which have just happened sometimes by pure chance really. We can go through at 
the beginning o f a session a very chaotic sounding music which sounds a lot like five individuals 
all playing by themselves, just happening to be in the same room, to at the end people sitting on 
their chairs in a circle playing all quieter instruments; listening to each other; responding to each 
other musically...not saying a word but just giving each other eye contact; being much more 
together and accepting that they are part o f the group.
Nicola: And at a relational level that is such a transition isn’t it?
David:
Nicola:
David:
Nicola:
David:
Absolutely.
I mean I guess it varies as well, but how long do you think that will take for that to 
happen?
It varies, it varies with all group work. You can either, you can have the full spectrum o f groups 
-  so at one end o f the spectrum you have got this group that just came together on the first day 
and there is a connection between them and they don’t need a lot o f kind o f leading; and you 
have at the other the group with individuals who don’t enjoy each other’s company and fight a 
lot all o f the time -  they need a lot o f support and a lot o f kind o f managing in a lot o f ways.
So in those kind of group settings as well, will there be other professionals also within that 
space?
Well what we have got here is that we begin the year with the class staff attending and then over 
the - and so we spend the first term building a rapport getting them used to the routine; getting 
them to think a bit about being (but not banging on too much about it). They select some songs 
that they want to sing - they can be about saying goodbye or they can be just about things they 
like to do -  like songs that they just like to sing. It just builds up their feelings o f safety within 
the room and every now and again for me to just be receptive to opportunities to think about 
saying goodbye and what it is they think is special about the place that they have liked. So 
building up to think about memories really.
Then in the second term we begin the process o f the staff exiting session one-by-one over the 
weeks so that, and the children understand, well not children, about 18/19. They understand the 
purpose and the purpose is for them to become more able to be independent and to learn how to 
be alone a bit more and to tolerate that and to -  it’s part o f being human really - that we allow 
them to do that. So in a way it is a sort o f mini goodbye. So it’s lots o f practice at ‘goodbyeing’ 
sort o f stuff until the big day when they actually do go. It doesn’t eliminate their emotional 
response on the day but I think it helps to just manage some o f the more difficult moments where
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Nicola:
David:
they actually don’t know, they haven’t been able to communicate that it is hard to say goodbye. 
They have said in the sessions, when the staff are going I  am going to miss you, even though they 
are going to see them after the group in class, but they are going to miss them in the space and 
they haven’t been asked to say that -  they say it o f their own volition. Yeah, those are quite 
special moments as well I think.
Yeah I can imagine and what impact does that have on you, that whole experience and 
process and especially when all o f those other professionals have gone then it’s just you and 
the group?
Um, I am not sure I have really thought about the impact. I think it’s quite -  I don’t think I feel 
any sort o f impact whether it’s positive or negative -  it’s part o f the process so I suppose I am a 
bit - 1 think about it from the point o f view this is what we need to do, this is part o f the process 
that we have bought into, we have planned it; we have done it for a few years now and it’s good 
for the children really for them to experience this and it is working well and makes me feel quite 
good that they are able to -  so I suppose the impact on me is actually we have reached that point, 
they are able to stay in the room for 50 minutes without their helpers -  because as therapists, 
myself and the professional therapist sit back a lot and encourage them to become more 
independent and we reflect on what is going on in the room and what they might be thinking 
about and feeling and ask questions and things like that and they are able to tolerate that. And at 
that point it feels like we have achieved something at that point in time and that they are doing 
well.
Nicola: And since that time when you kind of ended that group and had that experience, would you
reflect on any of that now differently - either that process or that experience?
David: What do you mean?
Nicola: If you reflected hack now does that bring up any different feelings for you or any different
thoughts or understandings of that time, or why that experience might have been so special 
for you?
David: Um, well I think the reason why it is so important and why it feels so special is because we have
as therapists who have accompanied them through the kind o f emotional experience, we haven’t 
done it for them; we haven’t rescued them from anything; we have allowed them to deal with 
something difficult and have given them the opportunity to process something and we have been 
there to help them with it.
Nicola: And what were you referring to when you say about doing something difflcult?
David: Well particularly the leavers group -  they are dealing with the fact that they are going to miss the
place; they are going towards something which they don’t know a lot about -  they don’t know 
where they are going to, might be their bedroom; they don’t know what it is going to be like and
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they are anxious about that. So they are leaving somewhere that they might have built up very 
strong connections with and they are going somewhere new and, for a lot o f them certainly the 
ones with autism here, a new experience is a very difficult for them to cope with. So, yes I 
suppose, when I think about -  I think it is a very important thing that we are doing with the 
leavers group and in a lot o f ways it’s closely linked with I suppose parental feelings about 
children -  that, actually even though these are children with learning disabilities, that they are 
given the opportunity to grow up a bit -  to be more independent -  to be able to handle things a 
bit.
Nicola: So do you believe in terms o f your own experience it’s kind of comparable to a parenting
figure?
David: Well yes I suppose so, yes. The thing is, John Bowlby said in one o f his books the goal o f all
parents -  he generalises here -  but the goal o f all parents is for their children to grow up to be 
happy, healthy and self-reliant because obviously what parents (well not all parents) but most 
parents die before their children so biologically we need to be able to teach them all they need to 
know for them to survive. So the genes carry on and all the rest o f evolutionary stuff. So it’s part 
of their survival in a way. I mean a lot o f children here are completely on their own - they will be 
in supported living or something like that, but they will be able to survive a bit more 
independently in such situations and given the opportunity to, and I think that’s what we are 
doing -  giving them that chance.
Nicola: And will they bave tbe opportunity to continue witb music tberapy upon tbeir leaving?
David: That is up to those that fund their -  and I think that is the main issue, that actually when the
children leave then their - 1 think they move over to something called the PIP isn’t it where their 
kind o f provision -  they get to choose what they do and they have a set amount o f amount of 
money and someone probably helps them to decide what they are going to spend it on. So all I 
can do at that point is to make recommendations but that is it.
Nicola: And to just kind of go back a bit -  witbin a setting like tbis bow, if  tbere is a collective of a
group of individuals witb similar difficulties, bow would tbey be kind of picked out as to 
wbetber tbey should come to music tberapy or bave tbat opportunity?
David: Right, well we have got three art therapies here - we have got drama therapy, music therapy and
art therapy and the way that we receive referrals -  well we receive referrals basically. So we 
have a referral form and we give regular in-service training, or we try to, to different groups o f  
staff here to help them to think about whether there are any children, how shall I identify those 
children who have got needs that we can meet? And they fill in a referral form, we see it and 
discuss it, we assess the child and work it out from that. So it’s not necessarily that they decided 
Oh here is someone who is going to be in a group, it might be that we assess the child and.
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actually I  think group work might be better fo r  this child. Sometimes it’s about different 
individuals’ needs coinciding at the same time and so they can go into a group.
Nicola: Ok and in terms of, you spoke about going tbrougb tbat process and tbat leading to change
and it not just happening like tbat, bow would you, say if  you have someone tbat you assess, 
bow would you make tbat decision on wbetber actually tbis could be worthwhile or helpful 
to go tbrougb tbat process compared to someone tbat, actually tbis isn’t going to be helpful 
for them to engage?
David; So do you mean -  I can tell you what the assessment involves. Right so the -  when we assess
any o f  the children from a referral, we look at what -  we look at whether music therapy, art 
therapy or drama therapy might be able to meet their needs. But we also look at whether the 
referral was appropriate; whether actually it is something that we need to address or is something 
that needs to be addressed by someone in the classroom. Because it could be that they might be 
having difficulties in the classroom and they haven’t thought about how they might be able to or 
they haven’t worked out how they might be able to solve the problem. Because it could be 
something that is happening outside you see that could be rectified quite easily.
Nicola: Ok.
David: Actually, someone has panicked somewhere and they have put the referral in but actually it’s not
really -  it doesn’t warrant a referral, they might be someone -  or it might be a low priority -  a
non-urgent referral, because we - what we have is a sort o f waiting list i f  we get a lot o f referrals
in at the same time then we think about prioritisation and probably put together a waiting list 
based on that and try and get through them.
Nicola: Ok, thank you. Our last question now is ‘How would you conceptualise tbe impact of
therapeutic relationship on therapeutic change in music tberapy if tbere is any?’
David: Conceptualise the impact?
Nicola: Yeah, of tbe therapeutic relationship on therapeutic change.
David: So what component does it form part o f the -  yeah ok.
Nicola: And bow tbis might be different witb music really as a therapeutic intervention, say to
tberapy which relies on tbe use of words.
David: I think in music therapy itself -  certainly in the music therapy that I practice, the therapeutic
relationship has a great impact on the work and therefore on therapeutic change. Because I 
suppose it doesn’t matter how good I am at playing music if  I am no good at forming a 
relationship with my client or their child or adult, then they are not going to really be receptive to 
what is going on in the room. A bit like having any sort o f relationship -  like a student/teacher
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relationship -  if  the student doesn’t respect the teacher or like the teacher they are probably not 
going to really take in what’s being delivered to them and I think in therapeutic relationship this 
is a very powerful thing.
Nicola: And as well, in terms of that therapeutic relationship being important, what would you see
as tbe important dimensions of a therapeutic relationship -  tbe elements to kind of create it 
for it to be a significant part of tbat therapeutic process?
David: Ok. I will have to give you the text book answer to this I am afraid. So unconditional positive
regard is probably one o f the most important aspects o f the therapeutic relationship; affective 
attunement is certainly, in music therapy, very important especially when -  what we didn’t 
mention earlier was that in the -  well what I didn’t mention really is when I use songs from pre­
composed material or that sort o f stuff and computers and whatever I use in sessions -  I do a lot 
o f improvisational music therapy. So there is a lot of, like, in the moment and I am not the only 
person playing -  it’s a very instant active process. So the children and the adults, whoever I am 
working with, they are often in a situation with me when we are playing together and they can 
get up as we go along because that is quite an authentic experience. So affective attunement is a 
part o f improvisational music therapy.
What other aspects? Well the therapeutic relationship needs -  you need therapeutic alliance - you 
know the client and the therapist needs to agree on a purpose o f meeting and on a lot o f the 
boundaries around that as well to protect the work itself. So, yeah, therapeutic alliance it’s the 
boundaries and time and space and behaviour and things like that.
Nicola: So improvisation is quite a key tool tbat you would use to support tbat development of tbe
therapeutic relationship. Is tbere any other particular therapeutic interventions tbat you 
would use particularly for tbat purpose, or tbat you have seen it really have an impact on 
tbe therapeutic relationship developing and in turn leading to therapeutic change?
David: Well sometimes to develop the therapeutic relationship you must start o ff with a very structured
approach and for that reason I might not use a lot o f improvisation at the beginning but I might 
use -  it really depends on the individual, I might use a lot o f pre-composed material from songs 
which are familiar to them and their musical history - so starting from where they are at the time. 
Because it is easier to create rapport with something that is familiar and it gives a space to 
something with a more familiar feel and then we can work from there and explore what it is like 
not to play that music -  do something different. Sometimes it really does depend on the 
individual -  some people prefer just to improvise; some people prefer to use songs and things 
they feel comfortable with -  they know how it goes, where it ends.
Nicola: Do you bave any understanding of wby tbat is, wby tbey bave particular preferences -  bow
migbt you understand or formulate tbat?
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David: Well, um, there are several reasons why someone might prefer improvisation. One reason might
be that they want to have that freedom, they don’t want to be shackled to a particular framework, 
so they might want to do something very free where, I don’t know, just get to make some noise. 
Some might also like to do improvisation because there is not a need to learn what to do -  as 
long as they can accept (and I can understand) that whatever is played is acceptable and is not 
judged then that’s ok. So there’s less thinking about being judged because there isn’t comparison 
to what it should sound like. So for that reason I might choose improvisation.
The reasons why some people might choose songs...because songs are important to them or 
because they would like to have that familiar framework...it’s a common language for both
people taking part and playing it; they might have a greater feeling o f success because they have
got through the tune, they did everything pretty good so they might have a personal judgement 
about it; they might have fantasies about singing it on X-Factor or The Voice or something and 
that might be, you know doing that in the therapy room might be fulfilling that sort o f desire to 
perform it in front o f someone else -  there could be lots o f different reasons.
Nicola: And when would you, if you did, bring words into tbat therapeutic space?
David: Do you mean reflections?
Nicola: Yeab, or just discussions.
David: I can’t say there is a sort o f prescribed moment because I don’t believe that such a thing exists
really. It’s really based on -  I try to wait and sometimes it’s hard to wait I think for giving 
interpretations and thoughts about things. But certainly from some o f the things I have read a lot 
of the experienced psychoanalysts, Winnicott and Bion for instance, who are obviously very old 
-  dead now -  but just waiting a long time. And I don’t really give interpretations but if  you think 
it is really necessary and so I try to wait as long as possible and I can really think about what is 
going on and then maybe the person I am working with comes by it themselves, or maybe I 
might be able to make some sort of subtle comment about something.
Nicola: Are tbere times when you wouldn’t actually use it at all -  you would just rely on tbe music?
David: Are there sessions when I don’t speak at all? I think there have been sessions when I don’t speak
but I think there have been many more sessions where I do speak. So I suppose, depending on 
who I am working with -  if  I am working with some o f the younger children - 1 might comment 
on what’s happening in the room, perhaps what they are doing, perhaps what I am doing.
Nicola: So it could still form quite a big element or part?
David: It can do, yeah. In some o f the sessions I found that I haven’t played a single note and that
actually what we have done is talk for the whole time because that is what that child wanted so, 
again, much more like a counselling session.
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Nicola: Yeah, ok and would you still bring in any aspects of tbe music tberapy to those kinds of
sessions?
David; Well I would have to ask myself why would I do that and think about why that is, am I doing it
because I don’t feel like I am doing my job if  I don’t do that?
Nicola: Yeab, yeab.
David: These are the sorts o f things I would take to supervision -  you would think about well am I doing
it because I feel like I should be -  I am a music therapist I should be bringing in music so I am
not really doing it in the service o f that child.
Nicola: How does tbat experience feel for you or compare if you are having a session where you
would just talk and meet tbeir needs in tbat way?
David: I feel very comfortable with that really.
Nicola: Say, then have you, do you find tbat tbey then migbt want to actually talk more in sessions
or is still kind of just as easy tbe next time you see them to bring tbe music back in or?
David: Um, again it depends on the individual. For some o f them that is what they want to do and
maybe the music part of the session was a way o f getting to feel comfortable in the space, as a
warm up to the talking. For others its next week, they don’t want to do so much talking they 
want to do more playing but they get to choose.
Nicola: And that’s tbe other thing, particularly relevant witb children, just having tbat space to talk
and not knowing really what to do witb tbat.
David: Yes that’s right. But sometimes they do, sometimes they do want to talk about things.
Nicola: Yeab, ok, excellent thank you. We are at tbe end of our questions is tbere anything else you
would like to add or any other comments?
David: No that’s great.
Nicola: Ok thank you.
END AUDIO
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Why research 
The Therapeutic Useof Music?
❖ Exploring relational+meaning-making aspects of the 
therapeutic use of music
♦ possible transferable qualities of music of 
academic and clinical use to psychotherapeutic 
practitioners
Current literature lacks coherent research of the use of 
music by psychotherapeutic practitioners and for 
personal 'meaning making' or therapeutic self-help
Aim, Objective and Research question
AIM: To explore how music Is perceived and 
experienced by psychotherapeutic practitioners in 
work/personal use
OBJECTIVE: Introduce a qualitative perspective to 
the study of music as a psychotherapeutic tool for 
practitioners, who may be interested in its use with 
clients
RESEARCH QUESTION:
*What is the perception and experience o f  
psychothempeutic practitioners o f the use o f 
music therapeutically?'
Introduction
M u sic  i s  d e f in e d  a s  a n y  ‘v o c a l ,  in stru m en ta i o r  m e c h a n ic a l  
s o u n d s  that h a v e  rhythm , m e lo d y  o r  h arm on y ' (New Penguin 
English IXaUonary, 2003}
R e c o g n is e d  f o r  its u n iv e rsa l th e r a p e u tic  a n d  h e a t in g  q u a lit ie s  a s  
far b a c k  a s  2 0 0 0  y e a r s  a g o  ... h o w e v e r  . ..  m u s ic  th e ra p y  i s  a  
re la tive ly  n e w  a n d  m o d e m  a p p r o a c h  t o  p s y c h o th e r a p y
M u s ic  th e ra p y  h a s  b e e n  s t a te d  a s  '...  A  v a lu a b le  to o l fo r  
a d d r e s s in g  th e  c o m p le x i t ie s  o f  h u m an  rela tion sh ip *  (Salmon, f999
. . .  M u s ic  g i v e s  u s ,  in  s h o r t ,  a c c e s s  t o  a  v r h o le  w o r ld  o f  
e x p e r ie n c e :  b o d ily ,  e m o t io n a l ly ,  in te l le c t u a l ly ,  a n d  s o c i a l l y ’
D esign a n d  M ethod (1)
T e tn jS a te  A n a ly s is  {TA| d e sc r ib e d  b y  C rabtree and Miller (1992) b a s e d  o n  
p h e n o m en o lt^ ica l p h ilo sop h y  -  further d ev e lo p e d  b y  King (199S, 2004) 
u sin g  a n a ly ticn g o u r
F o o i s e d  o n  partidpanfef a ttem p ts to  m a k e  sense of their e x p e r ie n c e s  and  
th e  r e se a r d te r ’s  e n g a g e m e n t  m th  th e  p r o c e s s  o f  description  a n d  
Interpretation (King&HDrrocks, 2010)
C an  b e  u s e d  with a n y  participant n um ber:
-  w ork s w ell w ith i 0 -2 5  & w h e n  2 +  gro u p s w ithin p articipan tp ool 
(King & Honocks, 2010)
A llow s th eoretica l c o n c e r n s  in  th e  a n a ly sis:
-  provid ing s y s te m a tic  u s e  o f ex is tin g  th eory  a n d  data
-  a lio w s  forin corp oration  a n d  d e v e lo p m e n tfr o m  p revious re se a rc h  
(Tailor, 2011)
A  final tem p la te  d evelc^ ied  from  an  a priori tem p la te  + d ata  ex a m in ed  for  
m ea n in g :
-  in c r e a se s  e f f ic a c y  o f  co lla ted  resu lts
Design and Method (2) - participants
13 participants recruited
Key features shared - all psychotherapeutic 
practitioners (6 trainees, 7 qualified)
9 female, 4 male
Age range: 28-64
Different nationalities: White British; American; 
South African; Greek and Turkish
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Analysis
Interpretations of an analytic, narrative account 
developed from segments of the interview dialogues 
supporting each theme within the final template
- this ensured both coherence and transparency 
of the analysis
Music was used to narrate life experiences and as 
form of expression, both emotionally and physically in 
its personal and professional use
Findings: A search for Meaning-making
rhythm and harmony penetrate deeply into the 
ndnd and take a powerful hold on/r*'
Music providing a story to narrate a personal journey in life: 
“...on some levels it’s been a  sound track to my life”
The therapeutic use of music as a form cf self-healing;
"„.fo transport rhem hack to memories, good memories and 
painkil memories-use it psychotherapeutically themselves in 
that respect without necessarily realising they ate doing It”
A metaphorical example of music connecting a client and therapist:
"ijecatfse I am probably 20 odd years older than her, it provided 
a connection between usanda current metaphor thatwe bodi 
understood”
Shared experiences and formulating within the therapeutic relationship:
" it becomes one of the many experiences with or of them that helps 
inform my understanding of who they are and whafs going on for 
dtem.”
The use of music as a form of non-verbal expression:
diink there's lots that people cannot express vetbaliy tfiaf 
sometfmes can be expressed through musk”
Conclusions (1)
study provided insight into various meanings and 
functions that music can have both personally and 
professionally, for psychotherapeutic practitioners 
and its perceived impact on their clients
Encourage psychotherapeutic practitioners to use 
more creative means within their therapeutic work, 
whilst ensuring they feel equipped to do so
Difficulty in fully understanding or explaining the 
therapeutic qualities of music acknowledged
Conclusions {2}
Due to the idiosyncratic nature of finding meaning in music 
further interpretative research needed to provide knowledge 
of:
* music therapy
• the interaction between the client/therapist involved 
within the process both verbally and musically
... so that others can learn from and be enlightened as to 
what music therapy does
Therefore inform our work with clients, service 
development, identity as scientist practitioners and how we 
individually all relate with music
A quote from the composer 
Robert Schumann:
"Music. . .  Is the spiritual language of emotion, which 
is hidden more secretly than the s ou l . . .  just as a t the 
clavier the keys must be touched before they sound; it 
is only then that the emotion communicates with the 
slumbering realm of tones”
If so it is no surprise that music has been and is used, 
therapeutically, in so many guises
THANK YOU
Contact: N.Taylor@surrey.ac.uk
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A template analysis of the therapeutic use of music: Therapists’ perspectives
DCOP Conference 12 July 2014
Slide 1:
Hello my name is Nicola Taylor, I’m based at the university of Surrey on the 
psychotherapeutic and counselling psychology practitioner doctorate course. I would like 
to present my research to you today which is ‘A Template Analysis of The Therapeutic 
Use of Music: Therapists’ Perspectives.
Slide 2:
Music is a vocal or instrumental sound that can be used to communicate in relationships 
with one another.
In fact, Ansdell describes that it gives us access to a world of experiences.
Slide 3:
Its therapeutic and healing qualities have been known for as far back as 2000 years.
...Yet it is still a relatively new and modem approach to psychotherapy 
Slide 4:
So, why explore the therapeutic use of music?
I wanted to explore the relational and meaning-making aspects of the therapeutic use of 
music
And to explore/consider possible transferable qualities of music that may be of academic 
and clinical use to psychotherapeutic practitioners for personal meaning-making or 
therapeutic self-help
Slide 5:
Indeed, current literature lacks any coherent research of the use of music by 
psychotherapeutic practitioners and for personal meaning-making or therapeutic self-help
Slide 6:
The aim of this project was to explore how music is perceived and experienced by 
psychotherapeutic practitioners in both their work and personal use
And the objective was to introduce a qualitative perspective to the study of music as a 
psychotherapeutic tool for practitioners, who may be interested in its use for clients
Slide 7:
This led to the development of the research question which is:
‘What is the perception and experience of psychotherapeutic practitioners of the use of 
music therapeutically?’
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Slide 8:
Template Analysis is a method based on phenomenological philosophy developed by 
Crabtree and Miller in 1992 and has been further developed by King in 1998 and 2004.
It focuses on participants’ attempts to make sense of their experiences and the researcher’s 
engagement with the process and description of interpretation
It can be used with any participant number but works well with 10-25 and when there are 2 
or more groups within the participant pool
Slide 9:
TA allows for theory to be brought into the analysis, providing systematic use of existing 
theory and data and allows for incorporation and development from previous research
A final template was developed from an a priori template and data was examined for 
meaning.
Slide 10:
This diagram displays the information about the participants -  there were 13 recruited, the 
key features shared was that they were all psychotherapeutic practitioners (6 trainees, 7 
qualified), of these 9 were female, 4 were male. There was an age range of 28-64 and 
different nationalities were represented amongst the group.
Slide 11:
Analytical interpretations were provided, developing a narrative account supported by 
segments of the interview dialogues to support each theme within the final template. This 
allowed me to keep as close as possible to the raw data ensuring transparency.
Slide 12:
Music was found to narrate life experiences and as a form of expression, both emotionally 
and physically in its personal and professional use.
Slide 13:
So what did we find in our search for meaning-making?
We found that music could be used as a sound track to narrate a journey in life and also as 
a form of self-healing allowing them to connect emotionally with memories
Slide 14:
It was a connecting agent between client and therapists, enabling a shared experience 
which allowed for understanding to be made and created communication through a 
separate medium to that of words.
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Slide 15:
To conclude, this study provided insight into various meanings and functions of music 
personally and professionally for therapists and its perceived impact on their clients.
It also encouraged participants to use more creative means in their clinical work, whilst 
ensuring they felt equipped to do so
Slide 16:
The main limitation of this study was that actually it appears that what music does 
therapeutically is particularly difficult to fiilly understand or explain.
Slide 17:
So what does the future of this research hold?
Due to the idiosyncratic nature of finding meaning in music, further interpretative research 
is needed to provide knowledge or what music therapy does and more specifically of the 
therapeutic relationship within that process, so that others can learn from and be 
enlightened by the therapeutic qualities of music.
This would inform our work with clients, identity as scientific practitioners, how we all 
individually relate to music and promote service development.
Slide 18:
Furthermore, these fiirther directions seems particularly relevant from a pluralistic 
standpoint/perspective within counselling psychology where we can learn from other 
psychotherapeutic modalities whilst respecting, valuing and including Otherness.
Slide 19:
This quote is from the composer ‘Robert Schumann’ and makes it not surprise then that 
music can be used in so many ways.
Slide 20:
Thank you for your time. If you have any further queries or comments about this research, 
I will be here for the remainder of the conference or you can contact me at 
N.Taylor@surrey.ac.uk
I also have a poster displayed where you can see the developments of my research within 
this area.
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'...Music gives us, in short, access to a whole world of 
experience: bodily, emotionally, intellectually, and socially’ 
(Ansdelt, 1995)
n -
Why research 
The Therapeutic Use of Music?
-C s
. 'v j
Aim, Objective and 
Research question
AIM: Explore how music Is perceived and 
experienced by psychotherapeutic practitioners in 
work/personai use
OBJECTIVE: Introduce a qualitative 
perspective to the study of music as 
a psychotherapeutic tool for 
practitioners, who may be interested 
in its use with clients
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Research Question:
"Whatis the perception and experience o f 
psychotherapeutic practitioneris o f the use o f music 
therapeutically?’
I-v ,f m
Design and Method (1)
Teir^tate Analysis (TA) described by Crabfree and Miller (1992) 
based on phenomenological philosophy - further developed by King 
(1998.2004) using analytic rigour
Fwused on participants' attempts to make sense of their experiences 
and the researcher’s engagement with the pnxess of description and 
inteipretation (Kmg & Horrocks, (ÿ
Can be used with any participant mmnber
j] j] J]
Design and Method (2)
Allows theoretical concerns in the analysis:
- providing systematic use of existing theory and data
- allows for incorporation and development from 
previous research (Taylor, 2011)
A final template developed from an a priori template + 
data examined for meaning:
- Increases efficacy of collated results
Participants recruited
13 psychotherapeutic practitioners
Age range 28-64
9 female 4 male
White British; American; South African; Greek and Turkish
Analysis
A nalyBc, n arrative a c c o u n t . 
d e v e lo p e d  f r w  M grrem i»  o f  d.s.-3aue8
E ach  th e m e  
S ü p oofted  wïth a
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Findings: A search for Meaning-making
Music providing a story to narrate a 
persona! journey in life;
"...on som e levels i f s  been a 
sound track to my life’'
The therapeutic use of music as a form of self-healing:
“...to transport them back to memories, good memories and 
painful m em ories-use It psychotherapeutlcally themselves In 
that respect without necessarily realising they are doing It"
"Because I am probably 20 odd years older 
than her, it provided a connection between us 
and a current metaphor that ive both 
understood”
* It becomes one of the many experiences with or of 
them that helps inform my understanding of who 
they are and whafs going on for them.
“ ...I think there’s tots that people cannot express 
verbally that sometimes can be expressed through 
music"
Conclusions
Study provided insight into various meanings and 
functions that music can have both personally and 
professionally, for psychotherapeutic practitioners 
and its perceived impact on their clients
Encouraged psychotherapeutic practitioners to use 
more creative means within their therapeutic work, 
vs^iist ensuring they feel equipped to do so
Difficulty in fully understanding or explaining the 
therapeutic qualities of music acknowledged
A Future perspective of this research
music therapy
the Interaction between the client/therapist 
involved within the process - verbally and 
musically
As counselling psychologists we are both Interested and curious 
In the application of creativity and the search for meaning within 
therapy.
From a pluralistic viewpoint, we can learn much of this important 
contribution from other psychotherapeutic modalities to inform our 
own practice:
Pluralism, ihen, is net just an 
apistemobgtal poskbn, but an eihhat and 
pointai commitment to respecting, valuing 
and be inclusive iO'/rards Otherness: other 
wtvldviaws. other counsellcvs and 
psychotherapists and... respectful to our 
clients (Cooper and McLeod, 2007),
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“Music . . .  is the spiritual language of emotion, which 
is  hidden more secretly than the s o u l . . .  just a s  at the 
clavier the keys m ust be touched before they sound; it 
is only then that the emotion com m unicates with the 
slumbering realm o f tones"
tf s o  i: is  no sjrp ?:scthB t m u s o  h a s iscc". and  is 
list'd. îharapeuîitsîüy, in s o  m a r y  w a y s
THANK YOU
Contact: N.Taylor@surrey.ac.uk
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The therapeutic relationship in music therapy:
An interpretative phenomenological study of music therapists’ perspectives
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